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PREFACE 


During the years 1943 and 1944 a series of lectures in Child Psychiatry and Child 
Guidance was given at the New York State Psychiatric Institute and Hospital by 
lecturers considered as leading authorities in their fields. The selection of topics 
was more or less confined to those areas of child psychiatry in which investiga- 
tions and observations had opened up new perspectives. 


The various aspects and manifestations of anxiety in infancy, childhood, and 
adolescence were dealt with, and discussions presented on the primary behavior 
disorders, psychotic reactions in children, and delinquencies. Environmental conditions 
as compared with constitutional and maturation factors for the production ot 
symptoms were investigated, and attention directed towards the relationship of 
behavior deviations to actual structural and physiological changes in the brain. 
Methods and techniques, newly developed in clinical psychiatry, psychology, and the 
laboratory, for the diagnosis and differential diagnosis of the various types of behavior 
disorders were brought to the fore. Different approaches to therapy of the disturbed 
child and their recent additions or modifications were discussed including the method- 
ology of child analysis and certain psychoanalytic concepts as they apply to the 
behavior disorders. The psycho-biological approach, with emphasis on the parent- 
child relationship, and the “living” social relationship between the child and the 
therapist were well discussed. The utilization of art production, play activities, 
techniques of group therapy, and the role of psychiatric social case work were 
considered. 


In the course of these lectures at the Institute it appeared that sufficient im- 
portant new material had been effectively crystallized and summarized as to justify 
collection and publication in one volume. 


The editors are fully aware that, since different authors have contributed to the 
book, the viewpoints and methods of presentation necessarily vary. Nevertheless, 
it has been attempted to subdivide the book generally into three parts, dealing with 
diagnosis, with the etiological factors, and with therapy respectively. We wish to 
emphasize, however, that the essential purpose of this volume is to make accessible 
the most recent thought, investigations, and achievements in Child Psychiatry. We 
should feel compensated indeed if this purpose has in some small measure been 


accomplished. 
Noran D. C. Lewis 
BERNARD L. PACELLA 
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ANXIETY IN INFANTS AND ITS 
DISORGANIZING EFFECTS * 


By MARGARET A. RIBBLE, M.D. °° 


In any discussion of anxiety in babies it is necessary to explain 
briefly what is meant. In the first months of an infant's life we cannot 
speak of affects that are clearly differentiated, as we know them in the 
adult. This early period has to be considered separately from the rest 
of childhood because of the incompleteness of the central nervous 
system and the weak organization of the psyche. Anxiety in the adult 
is the painful emotional reaction to a more or less conscious threat to the 
psychic self, discharging itself over definite motor pathways. It is 
closely similar to fear which we know as a response to some obvious 
outward bodily harm. There is a somatic component accompanying the 
affect. In the baby the somatic or visceral component predominates. 

Is there then a danger that threatens the infant exclusively or at 
any rate more than the adult? We think so because in spite of the 
great advances of science infant mortality rate remains high. Also from 
clinical observation we find clear indications that the child experiences 
states of painful tension in which respiration, circulation, and muscle 
tone are strongly affected. It is necessary to study closely the occurrence 
and the outcome as well as the physiological components of these 
primary tension states before we can appreciate what is taking place. 
However, we can assume to start with that in every situation in which 
the cohesion of either the physical organism or of the personality is 
seriously threatened, a state similar to anxiety develops. 


There are three types of danger that may threaten young infants, 
The first of these is biological. Body functions in the human child 
become established slowly in contrast to those of most of the lower 
animals. The energies of the organism are rapidly used up, not only 


* The studies on which the material of this paper is based are being carried 
out by a project under the dementia praecox research which is being directed by 
Dr. Nolan D. C. Lewis and financed by the Scottish Rite Masons. 

** Research Fellow of the National Committee for Mental Hygiene. 
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for the actual process of living but for growth and development, 
Particularly for the elaborate and rapid completion of the central 
nervous system and brain cortex 3. Frequently, due to certain anatomical 
and physiological factors there is a failure in the uptake and distribution 
of vital substauces in the body. Of these the most important appears 
to be oxygen. To quote from a prominent pediatrician who made 
detailed study of the subject: ‘The young suckling child lives constantly 
in a condition of physiological insufficiency of breathing.’ ? (Because 
of recent research on the question of brain anoxia in nervous and men- 
tal disease, oxygen hunger in the child assumes particular interest.) 
It has been found that both external respiration and metabolism may 
quickly become disordered in young infants.§ It is probable that 
dangerous anoxia comes about in rapidly developing nervous tissue 
due to the sudden transition from the vegetative intra-uterine life to 


the elaborate sensory perceptive form of activity in which the nervous 
system must so rapidly come into function. 


Danger from food hunger is not as frequent but may supervene. 
This does not mean that the child is not given enough to eat, but 
rather that the organism is unable to take up and distribute nutritive 
substances, such as Sugar, to certain centers in the brain, or else that 
the capillaries in vital areas are not yet fully developed. 


Another of these inner dangers is stimulus hunger, a term used 
by the writer to describe the innate need of infants for appropriate 
Sensory experiences, gotten from contact with the mother and from 
Passive movement.® These experiences help to bring the child into 
a state of awareness and relational activity. Failure to supply this 
need often occurs because of lack of its recognition. Psychologically it 
is of the utmost importance because it has to do with the function 
of awareness and sense of reality. 


The second type of danger that threatens the child, 
the outside world, is loss of the m 
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second year of life is a distinct threat. It seems that necessity for outer 
adaptation weakens the integration going on within. 


Other more obvious external factors leading to insecurity when 
frequently repeated are the well-known sudden loud noises, lack of 
body support from pillow or wrappings (the first month), and 
sudden changes in temperature. 


The third type of danger to infants needs some explanation. It 
is due to instinct frustration. The basic energy that is native to all 
young animals as well as human babies Freud has called libido. 5 
We sce its expression in the intense impulses of the infant toward 
pleasure getting. In the new borr. this energy expresses itself strongest 
in the process of sucking. This primary id energy appears to be 
produced in all the tissues of the body. It discharges itself over path- 
ways that are fairly well established in the lower animals whose 
innate patterns of movement are fairly well developed for self-protection. 
For example, one type of monkey aids in its own birth by grasping 
the hair of the mother and pulling itself out of the birth canal; it 
then climbs unaided to the breast and clings with its arms firmly 
around her neck. }2 In marked contrast, the human baby is peculiarly 
helpless. The expression of instinctual energy is diffuse. Frequently 
the mother must elicit the first activities of the child. Sucking is the 
only well-organized process by which the child can relate itself to 
the mother at the time of birth.1° In a large number of healthy 
infants even this function must be repeatedly prompted by the 
mother or nurse. Interference with an infant’s spontaneous activity 
as well as failure to provide for its exercise at frequent intervals 
constitutes a threat. Interruption of sucking activity in accordance 
with some prearranged schedule produces serious tension in the 


child. 


Each body activity as it develops in sequence appears to become 
charged with this basic pleasure energy. Its steady organized flow 
is a factor in the integration and cohesion of both the physiological 
systems and the personality. ‘Therefore, the main psychological task 
of the mother is to elicit and make pleasurable each of the body 
activities as it develops. In this way she con strengthen the basic 
Psychological integration as well as the child's awareness of himself 
and of her. It is her task to maintain organic pleasure and balance. 
The mother replaces, to quite a large extent, the ego which is unde- 
veloped in the baby, being therefore the organizing factor for the 
child. She must be playful and tolerant in order to achieve full 
development of the infant’s primary activities. 
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The organization of this primary energy is important for the 
future educability of the child's social as well as sexual development. 
Without a healthy interrelationship between child and mother many 
infants become excessively autoerotic during the next period of their 
development. The discharge of energy into higher brain activities, 
which we call sublimation, goes on gradually as the child develops 


through the stage of the oedipus complex and enters the so-called 
latency period. 5 


When these primary pleasure-getting instincts of the child are 
frustrated and when the normal body activities do not become 
cathected with libido and later into the child—mother relationship, 
tension states result which make serious disturbances in the child's 
personality development. 


The reactions of early infancy which were found to be related 


to anxiety tension may be classified in three groups according to their 
severity: 7 


1. Chronic hyperactivity, which may be local as in paroxysmal 
crying and exaggerated sucking, or it may be general involving the 
entire body musculature. 


2. Hypertension of the muscular system frequently with 
arching back of the neck and spine. This rigidity may gradually 
become chronic and is often accompanied by refusal to suck, by 
constipation or breath holding. Severe cases are sometimes mistaken 
for spastic birth palsy. 


3. Stupor with muscular hypotension. This may be an im- 
mediate reaction in the very young baby who can not grasp the 
nipple, or may be a gradually developing sleepiness due to other 
forms of frustration. Pallor is characteristic of this reaction, and the 
breathing is irregular. Another outstanding factor is diminution of 
sensitivity and reflex excitability. The term ‘infantile shock’ has 
often been applied to this condition. This conception is borne out by 
the fact that it is relieved by increasing the peripheral circulation 
by means of saline injections under the skin, by lowering the head 
and by stimulating the mouth to improve sucking activity. 


All of these reactions in the first six months of life were found 
to be closely related to inade 


showing tension reactions were carefully studied. Hunger had been 
satisfied and nutritional 


of the children during sleep were made. Respir; 


l ation was found to be 
extremely irregular, 


unusually shallow and there were periods of 


ANXIETY IN INFANTS 15 


rapid breathing followed by an interval of apnoea. These children 
when awake were frequently found to have attacks of hiccoughs and 
did a great deal of yawning, both of these symptoms indicating that 
they were in need of oxygen. ° 


The tension states could be relieved by a general body massage, 
by stroking the head of the infant and by some sort of prolonged 
rhythmic movement such as rocking or walking about. These forms 
of irregular respiration in infants have been described by a number 
of investigators 8 but they have not been linked up with the condition 
of oxygen privation. 


We turn now to a discussion of some factors which indicate 
a physiological insufficiency of breathing in the first months of life. 


l. The infant breathes primarily with the diaphragm, there 
is little if any rise and fall of the chest. The ribs run usually in 
a horizontal direction and the chest is rounded or barrel shaped. 
The diaphragm is highly arched into the chest cavity, often being 
pushed up by the liver, which is frequently large in the young 
infant, as well as by the stomach which is easily over-filled with 
fluid or air. This structural condition of the chest changes very 
little until after the sixth month when the ribs begin to sink ?. 


2. Clinically it is found that the respiration of the average 
normal infant is rapid and shallow; the rate at birth is on the average 
55, while the pulse respiration ratio is 244-1. This ratio increases 
to 314-1 by the end of the first year, the respiratory rate averaging 
37 at this time. At the same time the basic metabolic rate rises from 
about 48 at birth to 52 at three months and 55 at one year. Infants 
showing anxiety tension as described above quickly return to the 
rapid shallow type of breathing that characterizes very young 
babies, and in addition manifest irregularities of various kinds 
such as gasping, Cheyne-Stokes respiration, frequent hiccoughs and 


yawning 2, 
3. Chemically a num 


been reported which seem 
phenomena £. The haemog} 


ber of significant findings have recently 
to throw light on the clinically observed 
lobin of the foetus and newborn infant 


is not identical with that of the older child and adult but is 
combined in a highly resistent form. It does not become labile until 
past the fourth month of life. This probably indicates a form ot 


protection against oxygen want t 

Snyder and Rosenfeld 11 have evidence to show that the respiratory 
center in the medulla of the baby may not respond to increase in 
carbon dioxide content of the blood in the same way as it does in 
the older individual. In addition it has been shown that the metabolism 
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of the brain and nervous system generally is higher the younger the 
individual, and that grey matter consumption is even higher than 
white matter. For this reason there would be an increasing demand 
for available oxygen with the rapid growth and development of 
the brain which follows birth. Yet the body, particularly the chest, 
must develop further before there can be adequate intake of air. 
It was formerly believed that the first cry was an indication that 
the infant suddenly has made the adjustment from the vegetative 
life within the mother to adequate air breathing, and that the pre- 
natal type of circulation to and from the placenta was immediately 
and permanently abandoned. It is now known that this change = 
not completed until two, and sometimes three, months have elapsed. * 
Also there is great individual variation in the success with which 
this is accomplished. In a few cases we found evidence that there 
was an actual physiological regression to the pre-natal type of circu- 
lation and respiration after the first month of life. These tension 
states were found to occur most frequently in babies whose mothers 
had worked hard mentally during the last third of pregnancy, or 
else had been under some unusual emotional strain; in babies who 
were not breast-fed; in those who were weaned during the first weeks 
of life, or else too suddenly weaned later on; in babies fed too 


infrequently; in premature infants; and in older babies trained too 
early in their toilet habits. 


AT BIRTH: In from 2 to 5 
babies studied, one or the other 


sition was abnormal, Stupor occurs 
inite asphyxia at birth, and frequently after 


€ which is performed before labor sets in, so that the 
child has taken no active part in delivery, 


Caesarean section, 


are not able to perform the sucking 
y are repeatedly prompted and assisted; 
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react to this difficulty with stiffening-out of the body, and drawing 
back of the head. One or two repetitions of difficulty at the breast 
usually lead to refusal to eat, and to a general tightening up of all 
body muscles. Healthy and vigorous babies in the first weeks of life 
may become tense and resistive in this situation. About 2 per cent of ba- 
bies reacted to serious sucking difficulty by becoming suddenly stupor- 
ous. A few repetitions of the difficulty resulted in lengthening of the 
usual sleeping periods, and it was hard to arouse them even for feedings. 
The sucking reflex became more and more difficult to elicit. 


In some sensitive infants anxiety symptoms occur when the change 
is made from the maternity hospital to the home. If the mother is 
Over-anxious or the child poorly organized, extreme restlessness, crying 
or exaggerated sucking may occur, as a result of change in the en- 
vironment. 


After the child is a few weeks older a diminution of the number 
of feedings, particularly if the night feeding is omitted too early, 
causes tension symptoms to develop, the severity varying with the 
vigor of the child. Sudden weaning from the breast is an invariable 
cause for anxiety tension that is universal among all infants, as are 
too long absences from the mother or the familiar nurse. 


We come to the consequences of this pre-affect anxiety on the 
emotional development of the child. It appears from close observation 
that the first three months of life is a period in which the child is 
most vulnerable. The stupor reaction may result in general retraction 
of functional activity causing sudden inanition and death, or else 
1m the slow devitalizing process which is related to or identical with 
the condition known as marasmus. The most malignant and far- 
Teaching biological effect of danger during this period which seems 
to be most closely related to psychopathology in later years is that 
of regression. There appears to be an actual physiological prototype in 
the infant for what we know psychologically as regression. In the 
newborn child instinctual energy readily regresses to the previous — 
of functioning. The prenatal form of circulation may persist * or 
may become again active and prenatal fespirauon may again come 
Into effect. All activity then becomes ‘splanchnic’ as in shock. 


In three babies studied the umbilical vein reopened after the 
sixth week of life. The fantasy of return to the womb has a basis in 
Physiology. Certain infants function as if they were back in the uterus 
like premature babies. The infant is helpless for so long because 
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there is no firm integration of either physiological or psychological 
energies. 


Emotional distortion is a highly complicated process and so for 
the sake of clearness the present discussion is limited to the three classical 
patterns love, rage, and fear. The love pattern, except in the writings 
of Freud, strangely enough is largely omitted from both psychological 
and physiological literature. In the infant's development positive 
emotion toward the mother becomes definite much later than fear 
or rage. In the first months the child is entirely receptive, and responses 
to the attention given by the mother are little more than a general 
well being, expansiveness, and progressive growth following relief of 
hunger. After the fourth morth, however, the infant definitely seeks 
the source of his comfort with the eyes, turns his head to listen for 
his mother’s approach, smiles specilically in response to various attentions 
and makes beginning movements toward her. There are two dangers 
that develop at this time, the one is over-attachment, which leads 


to dependency; the other that of uncertain attachment to the mother 
who is inconsistent and unstable . 


The mother who has little emotional or sexual satisfaction in 
marriage is a menace to the infant, because she over-protects, gives 
the child too much feeling, and then demands in return a type 
of love which he is incapable of giving. This mother is usually 
unconsciously highly seductive. She overdiapers the infant and often 
indulges in rectal manipulations, ostensibly to regulate the bowels. 
She may prolong breast feeding beyond the first year, and arouse 
enormous conflict in the weaning process. She often sleeps with 


the child and makes numerous occasions for close contact, which 
is highly stimulating. 


The effect on the baby is obviously frustrating, and the usual 
result is violent temper tantrums. An even less favorable response 
in the child is that of complete dependence or identification with 
the mother so that the child functions well only if she is present. 
In both cases, the ego reactions of the child are damaged and as 
he grows older he lacks initiative, has little capacity for sublimation 
and without the immediate presence of the mother is highly inade- 
quate in his functioning. 

The indifferent mother 
The best known and most normal expression of emotional need 
is crying. The baby of three 
long, whether or not he is hu 


his crying continues as a rule with increasi 
mother appears, when it may stop abruptly. This is in the nature 
of a call for help and is an i 
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a quality different from the first type of crying, which we believe 
to be an emergency form of breathing. 

When the mother does not respond to the baby’s cries, they 
usually develop rapidly into more violent wails, accompanied by 
stiffening-out of the entire body and vigorous kicking. This is a 
mild temper tantrum. It is vitally important that this reaction 
should not continue too long nor occur too frequently, else it tends 
to gain momentum and become an exaggerated pattern in the 
child's repertory of behavior. It is easy to see how the normal crying, 
which could be the basis of later calling, may rapidly develop into 
an exaggerated expression of rage, when the tension of waiting is 
too long. 


There are extremely important behavior elements blended here. 
The understanding of them throws some light on the two fundamental 
emotions of love and hate; on their extremely close association and 
on the way in which the one passes over into the other. When the 
mother is away too lung and does not answer the first cries, negative 
Teactions begin to develop because the small infant cannot stand the 
tension of waiting. (The ability to wait depends on some early capacity 
for mental retention which probably precedes memory). When the 
mother finally arrives, the child's behavior is already out of control. 
This negative behavior quickly gains momentum and it may take 
considerable effort on the part of the mother to bring reassurance 
and to restore the child to a positive loving state. Positive love reactions 
are in this way quickly relinquished and replaced by rage, which 
becomes difficult to control. 


. Feelings of anxiety represent the first awareness that something 
Within the body is disturbing and may become threatening. Under 
normal circumstances the child reacts by putting himself in contact 
With the mother if a good relationship exists. This activity holds 
te negative reaction of the temper tantrum in abe 
al hunger is constantly appeased 


by the reassurance of the mother’s presence, the gradual mobilization 
of love or approach behavior may be readily seen. The relationship 
has a dynamic effect on all of the body activities and definitely 
Stimulates mental growth. The mother has gradually come to be the 
Stimulus which puts into operation a complicated bit of mental machin- 


€ry. She serves as the goal and incentive for primary approach behavior. 


ance. 


In those infants whose emotion 


It is based 
the extensor 
f the infant’s 


The temper or rage reaction warrants close study. 
On a very fundamental protective device of the body: 
Teaction. to which we have already referred as part o 
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instinctual equipment and probably that which brings about birth; 
hence it has already proved useful in the infant’s behavior experience. 
It might be called a primitive fish-like mode of locomotion. Under 
normal circumstances this extension or stiffening-out is also part of 
the developmental behavior which brings the body into an erect 
position for sitting, standing, and walking. If it is forced into prominence, 
as a defense mechanism, the early behavior balance must necessarily 
be disturbed. 


Later on in his development, the infant can react to privation 
or disappointment psychologically. He becomes aware of his particular 
need and is gradually able to direct it into some useful form of expres- 
sion. He may discharge excitement either verbally in protest or else 
in some appropriate form of behavior that brings relief. If, on the 
other hand, he is forced into the use of the primitive rage reaction, 
before he has reached a stage of developinent in which he is conscious 
of the situation to which he is reacting, ic tends to become an automatic 
activity over which he has little control. The early temper tantrum 
may thus become a piece of repetitive behavior with a motivation 
that is partly unconscious and over which he has extreme difficulty 
in getting control. Somewhat like the ‘decerebrate cat’ the rage reaction 
never reaches its goal by discharging over the cerebrum but disorgan- 
izes seriously the behavior of the individual in whom it expresses 
itself. It is comparable to prolonged thumb-sucking and other infantile 
activities, which become displaced from their appropriate usage. 


It isan interesting fact that fear, as the direct appropriate response 
to a perceived external danger, is weakly expressed in children who 
have shown Symptoms of anxiety tension in early babyhood. In some- 
what the same way they are insensitive to pain that to the normal 
child would cause crying or other protest. Such danger situations as 
fire, sharp instruments, unfamiliar places, and also high swinging 
and dangerous climbing seem to be peculiarly fascinating to these 
children. Their behavior toward the parents is usually of the provocative 
type which brings about either punishment or threatening behavior 
from the person in charge. These infants (nine to eighteen months) like 
to be thrown up in the air and laugh wildly in response to this stimulus. 
Several parents reported in triumph that they could throw the child 
from the balcony to the nurse below ‘and he would shriek with laughter’, 
as evidence that their child was peculiarly ‘fearless’. When these 
children fall they seldom cry, and the emotional situations that readily 


produce tears in the average one or two year old are passed off with 
genuine indifference by them. 
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ai i ase i i 
r Be following case illustrates some points as to the subsequent 
elfects of infantile anxiety: 


J Helen was brought for psychiatrıc help at the age of seven. 
oe became one of our cases for research study and was seen 
ive times a week over a period of more than one year The out- 
standing problem with her was that she became entirely mute 
gig wane eat at the age of five years when her mother went 
Pa spital to give birth to the younger brother, leaving her 
ith an older sister in a nursery. Helen refused to speak at all 
and had to be fed with a spoon at every meal in order to get any 
nourishment into her. She contracted measles in this institution 
and had to be separated from her sister. Immediately following 
this, she developed scarlet fever with a complicating ethmoid 
sinusitis. In the hospital she wet the bed constantly. When she 
returned home, it was noticed that she had some twitching of her 
facial muscles and odd twisting movements of her arms and shoul- 
ders. Soon after this, her mother noticed that her eyes rolled upward 
and she appeared to lose consciousness for a few seconds. 


This child had been left in the nursery for several weeks in 
the previous year because her mother had found it necessary to 
go to work to help earn morley for the family support. 


_ A careful neurological study revealed no evidence of organic 
disease in this child. 


The infantile history of this child 
The mother made three attempts ata 
wanted a second child. At birth, Hele 
pounds and was quite robust. However, 
she had violent attacks of screaming. It was very difficult to get 
her to take the breast and the mother quite consciously disliked 
her and resented having to nurse her. She was abruptly weaned at 
eight weeks. The crying attacks continued without any let-up and 
the father relates that around the age of five months he used to 
try the experiment of yelling loudly in order to see whether this 
would quiet her. Sometimes it did. 

At the age of seven months, this child could not sit up and a 
pediatrician was consulted, who found her in excellent condition 


physically and could not account for her lack of motor coordination 


and development. After this, the father, assured that the child was 
not ill, attempted to stop the crying attacks by slapping her. He 
bors and also greatly humili- 


was afraid of the criticism of his neigh 

ated that he should have a child whom he could not control. At 
the age of eight months the crying stopped abruptly apparently 
because of the fright produced by his punishment. 


This child talked early and has shown consistently evidences 
of keen intelligence. However. she was always an unhappy child 


is particularly illuminating. 
bortion because she had not 
n weighed seven-and-a-half 
from the day of her birth, 


22 


MARGARET RIBBLE 


and her baby photographs show an expression of extreme depression. 
She has been a feeding problem continuously. 


In school Helen makes a good intellectual adjustment pa 
has poor relationships with other children. She is at ease yiti 
the teacher and also made a good adjustment in camp with the 
counsellors. 


The parents of this child are cultured people with high ideals 
but with scarcely any capacity for showing warmth or affection. 
The father is a strict disciplinarian and extremely religious. The 
mother is a deeply neurotic woman full of feelings of guilt. 


If we make an attempt te interpret some of the infantile problems 


in this case, we would suspect that the long continued paroxysms 
of crying indicated breathing difficulty in the early months of life. 


The anxiety tension of this child seemed to relate pecnliarly 
to the diaphragm. She was from the beginning unable to mobilize 
her muscular activities to help herself in infantile situations and 
is still hypo-active with very weak muscles. She has frequent periods 
of anorexia with occasional vomiting attacks and these scem to 
be closely connected with sadistic fantasies. On one occasion during 
treatment, she made a large number of chickens from plasticine, 
promptly cut all their throats, and put them away solemnly in 
a box. In the days following this aggressive play, she refused to 
eat and waked up several times in the night vomiting. 


This child has a very special orientation to reality. She compares 
herself to a doll and constantly talks about something that is not 
real. She draws pictures constantly of children with their feet 
off the ground and has many dreams of flying through the air. 
Frequently she expresses the idea that she will die before she grows 
up. She writes poems about a bunny which always falls on its 
head and dies and on one visit she sang over and over a chant-like 


song in which the phrase ‘don’t die, don’t die’ occurred again and 
again. 


We know from the study of infants that certain of them react 


to anxiety by momentary loss of consciousness or by prolonged stuporous 


States. These are usually hypo-tonic babies whose breathing is shallow 
and irregular. 


It is interesting with Helen that when she has the spells of 
unconsciousness, she comes to with a deep sigh and sometimes sticks 
her thumb in her mouth for a few seconds. After several months 
of treatment, she began to announce that she was ‘going to feel 
sleepy’, and occasionally she appeared to roll 


ally, somewhat like a self-hypnosis. This h 
when she had bee i ili 


icularly her father, 
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This child has shown constant evidence of auto-erotism. Also 
she had had a great deal of sex play with her older sister and 
with her younger brother. She has periods of kissing when she 
gets in bed with the sister and kisses her ali over her body. With 
the little brother the mother states that she ‘kisses him to death’. 
She always plays with him in a panicky way until one of them 
gets hurt, either by falling or by biting each other. 


SUMMARY 


We find by direct observation of a large number of babies that 
a primary danger situation exists at birth (usually latent, but in a 
few cases, overt). This danger appears to be due to peculiar circumstances 
of development. The instinctual sel{-preservative drives are weak in 
human infants and not nearly so well coordinated as in the lower 
animals, The sensory-perceptive system, particularly the brain cortex, 
is far from complete at birth and its development appears to be slowed 
up by the fact of physiological anoxemia. There seems to be a failure, 
at times, of the energy cathexis of body functions. This may threaten 
the life of the child because of failure of physiological integration, 


Da i . $ . . 
particularly circulation and respiration. 


_ Asa result of this condition, painful tension states develop readily 
In babies who do not have appropriate and consistent psychological 
mothering. The primary contact relationship between mother and 
child is the biological successor to the intra-uterine parasitic type of 
life. It contributes definitely to the establishment of the child's physio- 
logical integration and thus to his organic vitality. The respiratory 
difficulties peculiar to the newborn are eased by the attentions of 
the mother. The biological shift from the splanchnic fetal type of 
“lrculation to the permanent form in which lungs and brain, skin 
and sense organs participate heavily is definitely fostered by passive 
Movement and constant fondling. In all probabilit , the calibration 
Of the capillary system in the brain and sense organs may be affected 
y providing for adequate spontaneous muscular activity and in 
Particular for unrestricted and frequent sucking. The appropriate 
€xpression of mother love is a basic dynamic factor in overcoming the 
innate potentiality of the infant for anxiety and the tendency to 
egress to a simpler level of function. 

her cathexis affects seriously the 
discomfort from mother contacts 
functions of awareness and 


ia Disturbance in the primary mot 
Cen for orientation. Tension and 
sult in a generalized retraction of the 
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sensitivity. Emotional discharges consequently take place em: 
over somatic pathways cither visceral or motor. Exaggerated o1 $ 
of autoerotism such as prolonged thumb-sucking, retaining of T 
breath-holding, and a variety of automatic movements come a 
and disturb deeply the sexual development of the individual, on . 
posing him to congestions and infections in the particular bony ii 
involved. Probably this is a factor in the predisposition to TEn E 
and hysteria also. In place of love and approach reactions towar tiie 
mother, and later the father, indifference or definite negativism develops. 
This affects the capacity for sublimation of positive emotional discharges 
into social and intellectual activities. It deadens superego formation 
and predisposes to delinquency. Such children are unresponsive : 
regulations in life which promote their development and are r 
engaged in conflicts over food and other essentials, Frequently sro 
lectual growth is impeded by the general introversion activity so i 
the relief of inner tension by means of mental work becomes checked. 


The most practical form of therapy for childhood anxiety is 
undoubtedly prevention of the conditions that tend to elicit it. Mental 
sanitation of the family group is obviously as necessary as the pre- 
vention of nutritional and infectious diseases. Repair of emotional 
damage is occasionally accomplished by means of child and parent 
guidance, but usually a thorough-going child analysis is required in 
order to restore emotional equilibrium and to prevent the senscless 
waste of the best energies of the individual in unconscious conflicts. 
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MATERNAL OVERPROTECTION* 


By DAVID M. LEVY, M.D. 


It we could by experiment determine the effects of excessive 
maternal care on a child, then we would select a mother, presumably 
Normally affectionate with children, and isolate her and her baby 
In such a way as to eliminate influences competing with the maternal 
relationship. The baby would then be exposed to maternal influence 
n the highest degree. A number of such experiments would enable 
Us to draw certain conclusions about maternal overprotection. 


In the experimental situation we could also regulate maternal 
Activity so that we would have varying degrees of excess, and in that 
a determine the influence of overprotection in a quantitative sense. 

urthermore, we might then be in a position to contrast the influences 


of is 7 He 
the various phases of maternal cure, 1n a specific manner. 


ioe all this speculation about experiments that, wes a hi 
4 € performed, may seem like idle fantasy. Nevert a ere 
citinbare., of approaching experimental requirements even wit our 
rsome, complicated, and often vague case histories. First, it should 
a Posies the experiments we have fantasied are actually ee 
Practic ced and again. Some women, attaining maternity, ¢o pra 
com i purposes create a mother-child monopoly, allowing ie A 
or pA ceting interest. They reduce their roles in life—of wife, of o> 2 
Sa of a social group—to nearly zero, and thereby create the 
tons of the experiment. 
With a sufficiently large number of case records we can pick 


an “ . 
= ad choose until we have gleaned those precious studies that satisfy 
nearly as possible the criteria of a well defined and controlled human 


relati B s ; 
fo ationship. When finally the selection is made, we view our new 
Und studies in a different light. They are no longer ordinary histories 


* 
el necture presented at the N. Y. State P. 
ev 
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—a statistical sampling of a large batch of records. They represent, 
each one of them, an important experiment. We are bolder in drawing 
conclusions from even this small number because we are now dealing 
with a more refined, a more highly processed type of investigation. 


In applying the method of ‘case selection’ to the problem of 
maternal overprotection, the criteria were: l. clearness of statement, 
2. unanimity of opinion, 3. evidence that the presumably overprotected 
baby was wanted, and 4. completeness of data. Put in other words, 
we proposed to select those records in which it was obvious to everyone 
concerned, lay and professional observers alike, that we were dealing 
with a mother who unquestionably displayed excessive maternal care 
to a wanted child. The record furthermore represented a complete 
study in terms of requirements of the Institute for Child Guidance. 


The reason for the criterion of ‘wanted child’ arose out of a 
practical experience in selection. We were on the search for so-called 
‘pure’ cases, and found that we were more likely to get them if the 
child was ‘wanted’. In that way we tricd to separate cases of so-called 
‘compensatory overprotection’, compensatory to unconscious hostility 
to the child. Later it was found that in compensatory overprotections, 
maternal activity centered on protection against illness, and less on 
the other manifestations of maternal care. 


Some investigators question the validity of our search for ‘pure’ 
cases of maternal overprotection, by which we mean an exaggeration 
of normal maternal care. They argue that whenever an exaggeration 
of that sort occurs, we are dealing with a neurosis. The argument, 
in essence, is that such exaggerations are distortions based on unconscious 
conflicts. Such reasoning negates the influence of all other factors as 
primary determinants in exaggerating maternal function. 


Granting a normal maternal attitude, we can readily understand 
how external stimuli may differ in their effect upon it. The sick 
child or the child who has undergone an operation arouses a higher 
degree of maternal response than the healthy one. The child who 
follows a succession of still-births becomes more ‘precious’ than the child 
who follows a succession of healthy children. All the factors that 
especially stimulate maternal feeling may be heaped up in frequency 
and duration in one case, so that the ‘external stimuli’ may be unusually 


potent. It is inconceivable that such influences would not affect the 
‘normal’ mother. 


It has been found also that there are ‘natural’ 


‘ . (constitutional) 
differences in regard to maternal behavior. Some wo: 


men, presumably 
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Normal, display marked maternal behavior consistently from early 
childhood. 


k Besides external factors and innate differences, emotional priva- 
Hons, especially lack of maternal love in early life, may create an 
affect hunger’, thereby exaggerating the normal need of love. Actually 
In the ‘pure’ cases of maternal overprotection, those three factors— 
External influence, innate behavior, and emotional privation—were 
found in much larger measure than in any other group. Neurotic or 
compensatory overprotection deserves, I believe, a special grouping. 


Maternal care, as a matter of convenience, was studied in relation 
to l. care, 2. contact, 3. protection, and 4. training.It is interesting that 
In the study of maternal behavior of animals, the same classification 
of functions can be used with advantage. There is some dovetailing, 
to be sure, since each functional representation may involve the others, 
but there js a good differential. 


Care of the child involves the usual activities of feeding, bathing, 
ressing, nursing, and so on. Excessive care refers to such activities 
wasi they are continued long past the usual time. In the overprotected 
Group there are glaring examples of mothers buttering bread for twelve- 
year-old children, and helping them in bathing and dressing. Infantil- 
ization’ is the term used to cover this type of excess. 
t of mother and 
here mothers 
ly, keep in 
‘Mother 


chi Contact relates to physical and social contac 
vild. Excessive contact is revealed in those instances W. 


s] $ > 
ep with children even in their teens and, more frequent 
teas m in their waking hours. 


„ant social relationship with the 
AS aly 


ways there’, 


Protection refers to the usual maternal protection of the child 
Ses physical danger, illness, exposure to bad influence, and a 
y ‘Overprotection’, in its specific meaning, consists largely of the 
bee refusal to take ordinary risks for her child. She may not 
Ce play with other children for fear, she says, of contagious ada 
oe learning bad habits. She may allow the child to play with other 
an but only in her presence. She may even move her home to 
mont a block of the school, so that she can see her child from the 
es he leaves home until he enters the school house. Numerous 
the, ees of this t ariety of overprotection. Since 
= fested especially in this 
j is more likely 


À ype are seen in every V : 
anxieties of maternal behavior are mani 


Sory, ‘neurotic’ overprotection, as previously noted, 
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to take this form though, of course, overprotection even in its specific 
meaning is not necessarily a neurosis. 


Training appears among the ‘pure’ cases ot overprotection, in 
one or the other extreme—of indulgence or domination. There is not 
one instance of a mid-way position in this group. The indulgent mothers 
yielded to the demands of their children, allowing them to raise havoc 
with the rules of the household, rules relating to the discipline of 
time and speech and food and possessions. The indulged children were 
undisciplined in all these respects, in the extreme instances keeping their 
own bedtime, eating whenever and however they pleased, careless 
to the point’of destruction with clothes or furniture, and quite insolent 
to their parents. The dominated children, on the other hand, were 


unusually well modified in this respect. They were obedient, neat, 
careful, polite, ‘angelic’. 


This contrast allowed a classification of maternal overprotection 
into two groups—indulgent and dominating. The problems of children 
of the indulgent mothers were largely disciplinary, and represented 
a continuation of infantile demands and expectations long past their 
day. The problems of children of the dominating overprotecting were 
largely of shyness, anxieties, fears, and submissive behavior. 


Now, how can we explain these diverse products of overprotection? 
Were they the result of fixed patterns of maternal behavior representing 
a surrender to the wants of a child in the one case, and a forceful 
moulding into the desired shape in the other? Careful studies of the 
personalities of the mothers revealed nothing significant in this respect. 
It was thought at first that we might have a group of strong and weak 
characters among them that would explain the difference. However, 
mothers who in other respects were quite consistently purposeful and 
determined, were among the most indulgent. Of the factors determining 
the main trend in the overprotection, it was believed that the infant 
himself was the most important. All of us, more or less, tend to yield 
or at least feel the tendency to yield to the aggressive, demanding 
child, and to take charge of the child that lends itself so easily to 


direction. Such tendencies would be exaggerated in mothers with an 
overwhelming love for the child. 


Previous investigations hay 


e shown that submissive and aggressive 
behavior 


in children are manifested early in life, and are most likely 
based on constitutional differences. It was concluded from studies of 
the overprotecting mothers and the behavior of their children in 
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infancy, that indulgent and dominating overprotection represent the 
excessive maternal care of aggressive and submissive children. 


Now we may refer to the methods of determining the special 
characteristics of the group we have studied. The method consists of a 
careful comparison of every detail of behavior with a variety of control 
and contrast groups. We found, for example, that the overprotecting 
mothers kept their babies at the breast for a longer period of time 
than others. That detail required a study of the length of the breast 
feeding time of mothers of different groups, arranged according to 
age, number of children, economic status, nationality, foreign born 
and native. Contrast groups of rejecting mothers were also studied. 
Then we were able to conclude that the breast feeding time in the 
Overprotecting was notably longer than in others of comparable age, 
economic status, etc., and in marked contrast with the breast feeding 
time of rejecting mothers. We were able to conclude also that the 
difference was due primarily to the overprotecting attitude. Such 
details in the investigation required quite a bit of industry. This was 
made possible by the help of student-investigators. 


In the study of maternal behavior, full use was made of the 
knowledge accumulated by investigators of animal psychology. Like 
humans, rats, for example, show innate differences in maternal behavior 
and increased maternal response to external stimuli. In animals, it 
is possible to study the maternal drive quite clearly as being exclusively 
a manifestation of an inner need. Rats, dogs, and other animals can 
be put into a state of pseudo-pregnancy, a state in which they manifest 
Strongly maternal behavior with an empty uterus. A number of so- 
called hysterical pregnancy in humans may actually represent states 
of pseudo-pregnancy in which functional changes occur in cervix and 
uterus, attended by strong maternal craving. 


As we also know, male animals have been rendered maternal 
in their behavior, with partially appropriate physiologic change, by 
injection of pituitary hormones, long before the isolation of prolactin. 
All these studies indicate the highly hormonal basis of the maternal 
drive which, according to certain investigations, is the most powerful 
of all impelling drives in animals, stronger than hunger, thirst, or 
sex. 


It is possible that in human mothers the length of menstruation in 
number of days of flow represents an index of the strength of maternal 
drives, Recent studies have shown a positive correlation between days 
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‘ ix even 
of flow and a score of maternal behavior. Thus woe, akg 
day menstruation show predominantly high = sais pasate 
three, and four days show low scores; and the five d ay g : ‘i ge 
scores. Such studies have shown also that the per oman went 
women are highly maternal is erroneous. Like other pee ene & 
maternal behavior, when calibrated along a scale of ba 2 al 
normal distribution curve, the highly maternal represented by 
segment. 


Dewi ws 

The quantitative aspect of the overprotected children aaa re 

a distribution of values even in our supposedly extreme Saat? 

of milder cases of overprotection reveal also a scale of values = ee 

that in the main, our samples of ‘pure’ cases represent a di eater 

quantity rather than in quality of response in the ae 
ship. Every manifestation of the overprotected group o 


. i h in 
with few exceptions, will be found in a normal sampling, thoug 
milder degree. 


The exceptions may probably represent a difference in Moa 
because of our particular manner of regarding extreme deviation. = 
extreme cases manifested typical characteristics of psychopathic Pic 
onality. As adolescents and grownups, they showed highly ed i 
behavior, uninfluenced by training or experience in life. They ie id 
highly parasitic existence. They were apparently quite unable to epee 
themselves on the job. One led a criminal career. Another lived o We 
wife’s earnings, and enjoyed an irresponsible existence as a sen 
charming and poetic vagabond. Their behavior, however, resem ait 
all the others in the overprotected group, in their expectation of comp 4 
and uncritical maternal support and devoti», of maintaining exception 
status as the central focus of social life. But most of the overprotecté 


P : ri jal 
children did well at school and, later on, in their adjustment to soc! 
requirements. 


P á š á iof 
How explain the exceptions? How explain their stubborn nate 

of infantile patterns regardless of age? In our quest for the answers ie 

these questions, we were led to a study of deviations from the comple 


p t 
overprotective patterns. Theoretically all children in the indulge” 
group whose every whim is catered to, 


will to a monstrous degree in all human 
Actually the overprotectiy 
along certain directions. 


$ : j 
should grow up imposing ther 
contacts. But that rarely happen 
e attitude itself is, in a sense, self-correcti 


t 
The overprotective mother may be adama”, 
for example, in disciplining her child to do I 


3 iid 
his homework. The chile 

€vasions, procrastinations, and wheedling may then be of no avail. T 

. . z I 
protective attitude reaches in the classroom to ensure the child’s succe’ 
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to prove his brightness to others, to protect him from failure. This 


effort aids in the child's adjustment to the classroom, an experience 
that may be his first lesson in group adjustment, his first experience in 
group discipline, and in persistent day to day activity that develops 
stability of the sort required on the job later on in life. It is interesting 
that the psychopathic cases were the only ones who failed to meet the 
disciplinary requirements of the classroom. This lack of preparation in 
work stability led to a continued dependence, and helped to preserve 
the infantile pattern from that constant modification that comes when 
success in school and work is a cherished objective. 


A possible constitutional factor was also considered. Certain 
instabilities are favored by poor vasomotor control resulting in impuls- 
ive behavior, quick loss of temper, mood change, and the like. The 
psychosomatic study of this problem has hardly begun. 


Psychopathic personality arising from overprotection was found ex- 
clusively in the indulged group. In contrast with psychopathic personality 
arising from emotional privation, it is not characterized by emotional 
shallowness. The deprived psychopath has been explained by an inability 


to make identification through lack of a warm human relationship in 


early life. The indulged psychopath is quite capable of making warm 
according to the prescribed 


human rélationships, though he exploits them 

manner of the overprotected child. The formulation of deprived and 
indulged psychopaths was derived from the study of maternal overpro- 
tection and rejection. 


After describing some of the dire consequences of maternal over- 
protection, it is only fair to state some of its benefits. Up to a point, 
indulgent maternal overprotection gives the child the advantage of 
self-assurance, ability to defend his rights and to make demands, verbal 
skill, persuasive charm, a freely critical attitude, and certain leadership 
qualities. It is easy to trace the deviation of these qualities from the 
experience of living with an ever devoted and loving mother. It is easy 
also to see how each quality when exaggerated represents the problems 
of the overprotected child in terms of insolence, excessive demands, etc. 


The follow-up studies of the overprotected group, made at varying 
intervals to about twelve years after referral, showed an improvement 
with age in most cases. Of the various therapeutic efforts that were 
made with the overprotected children, psychotherapy, of whatever form, 
proved to be of little or no value. That is understandable in view of the 


fact that the children saw no problem in their own behavior. From 


their point of view, there was no reason to be treated, no gain in therapy. 
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Actually they tried to utilize the psychiatrist to gain extra spending 
money, the privilege of going to bed later, and the like. Psychotherapy 
with mothers was on the whole equally unsuccessful. Psychotherapy 
with those fathers who were available for treatment showed definite 
promise, and in some cases, definitely favorable results. 


Since in one lecture it is possible only to present some of the high- 
lights of this subject, I have neglected the paternal role in these cases. 
The vast majority of the fathers can be suiumarily described as responsible, 
stable providers who played submissive roles to their w 
little resistance to the Overprotection. In their case, t 
signed to build up their role in the family life, 
important relationship with the child. Thus the tr 
self-esteem. Attempts to change the m 
failed probably for two reasons: First, the mother’s objective was pri- 
marily a restoration of the child as he was in infancy; she was not 
receptive to any analytic penetration of her own personality. Secondly, 
the treatment had as its objective a curtailment of her function, felt 


as a critical attack on her most powerful drive, and her whole cause 
for being. The treatment lowered her self-esteem. 


ives, and offered 
reatment was de- 
to develop a more 
eatment raised their 
aternal attitude by psychotherapy 


Therapeutic efforts with the child that show 
Success, in several cases quite noteworthy, 
type, consisting of visits away from the mother, summer camps, devel- 
opment of relationship with other children, and actual demonstration 
to the mother in the home of how to deal with temper tantrums, 


disobedience, ults were achieved 


ed varying degrees of 
were of the ‘environmental’ 


words, the therapy that gave m 
destroy the mother-child monopoly, 


PRIMARY CONDUCT DISTURBANCES 
Their Diagnosis and Treatment 


By J. H. W. VAN OPHUIJSEN, M.D. * 


The conduct disturbances, along with the habit disturbances and 
neurotic traits, form the large group of primary behavior disorders. 
The name, primary, is given because these disorders are not secondary 
to any other pathological condition. They develop in reaction to 
environmental influences in the form of persisting behavior patterns. 
It would therefore be preferable to call them reactive disorders, were 
it not for the fact that the technical term reactive has lost its original 
and legitimate meaning and at present is being misused beyond 
recognition. The conduct disorders share their etiology with the 
Psychoneuroses, which are clearly reaction formations too, and they 
partly share their symptomatology with certain psychopathic abnor- 
malities. In fact, their differentiation from these two categories presents 
the most frequent differential diagnostic difficulty. his difficulty 
will be discussed later. 


SYMPTOMS AND DEVELOPMENT: It is customary to speak 
of a conduct disorder whenever there is a deviation from the accepted 
code of morals. This is why conduct disturbances are also referred 
to as character disorders; the term, however, includes the ‘bad’ habits 
and should not be substituted. In accordance with the before mentioned 
criterion we find listed as conduct disturbances: lying, truanting, 
Stealing, disobedience, running away, destructiveness, fighting, sexual 
activities, etc. 

In typical cases one or more of these disturbances are mentioned 
as the reason why parents or their substitutes or school authorities 
Seek the help of the psychiatrist or of a child guidance clinic. They 
invariably add information to the effect that the child is disobedient, 
unmanageable, and disrespectful, and that he does not respond to 
punishment nor show any sign of guilt. In many cases they also add 
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that the difficulties started at an early age, at three years or even 
before. “Ihe child was always bad’. Even at that time there was 
marked disobedience and rebelliousness; even then they had noticed 
the child’s tendency to run away from home, or to lie, or to steal 
(e. g. pennies from the mother). Sometimes they mention that the 
child was not punished at first or at least very little, but the story 
always ends similarly; even severe physical punishment produces no 
improvement at all. 


New reasons for complaint arise when the child goes to school. 
Even in kindergarten he may be a disruptive element, fighting with 
the other children and paying no attention to the teacher's instructions 
and admonitions. Very soon he becomes fresh, he answers back in 
school as he does at home, and he uses bad language. If he does not 
get what he wants he throws a temper tantrum. The parents are called 
to school repeatedly. In desperation they finally decide to seek the 
advice of a psychiatrist or child guidance agency. 


The expert who sees the child of this type very soon finds out 
that the complaints were not exaggerated and that the child actually 
presents the abnormalities of which he is being accused. This word 
accused is used purposely because it indicates the attitude of the 
parents. They have at this stage given up any conception other than 
that the child is incorrigibly bad, and they expect the psychiatrist or the 
psychiatric social worker to devise some kind of successful punishment 
which they themselves are unable to apply. Invariably the child has 
been told that he will now get the treatment he deserves, that he will 
be sent away, or placed in a reformatory. 


In the mind of the expert the constant conflict w 


ith the environ- 
ment and the absence of guilt, which characterize eve 


ry single typical 
bnormality. This 
he child’s ageres- 


, 


Strong, a ‘big shot’, etc., always with the expectation of being able 


to accomplish his aims regardless of the impediments formed by 
laws, customs, and moral code. 
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Abnormal aggressiveness, absence or defective development of 
guilt-feeling, and narcissistic self-evaluation, -form the triad that char- 
acterizes the child with conduct disturbances. Of course there are 
degrees of intensity, varying from the picture of the abnormally disob- 
edient child to the full blown gangster type. In the area of the abnor- 
mality the above mentioned triad is always recognizable. In the typical 
case the aggressiveness is a generalized one: the child is equally ‘bad’ 
at home as he is at school or in the neighborhood. In some cases, 
however, we are unable to find this generalized form of aggressiveness. 
Instead it appears that the abnormal aggressiveness only manifests 
itself under certain environmental conditions: sometimes at school, more 
olten at home and/or in relationship to a certain person or persons, 
mother or teacher. This group of cases will be considered separately 
later on. 


In addition to his conduct disturbances the child often shows 
habit disturbances, or his history reveals that he has had them in the 
past. Thumb-sucking, nail-biting, enuresis, masturbation continuing 
during the latency period are not at all infrequent. Much less frequent, 
according to our experience, is the combination with neurotic traits. 
It is certainly of some interest in this connection to note that neurotic 
traits are much more frequently observed in children in whom the 
habit disturbances, if they do not dominate the symptom-picture, at 
least color it more highly than in the classical conduct disturbance. 


Digressing from the description of the picture presented in the 
case of the typical conduct disturbance, it may be remarked at this 
point that the formation of habit disturbances and of neurotic traits 
can be related to the economy of aggression too. One might say 
that, whereas aggression is being used as offensive rebellion in the 
conduct disturbances, it appears to be stubborn defense (of earlier 
patterns) in the behavior disturbance. This viewpoint is important 
in regard to the classification of such disorders as temper tantrums: 
in its pure form is it an act of aggression or is it the manifestation 
of the persistence of a signal of distress in the normal infant, i. e. 
an act of defense? 

It would seem that the neurotic trait is the manifestation of an 
internalization of aggressiveness and its resulting unconscious con- 
flict. The conflict, in this case, belongs to an earlier stage of 
development than the conflict that causes the psychoneurotic 
symptom or should we rather say, the psychoneurosis. 

. The absence of guilt-feeling deserves some special discussion. Accord- 
ing to current conceptions, it is the expression of tension between: ‘inter- 
Nalized’ aggressiveness and the ego. We have borrowed from psycho- 
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analysis the idea that such internalization leads to the organization of 
the internal moral authority which Freud has called the super-ego. As 
far as it is capable of becoming conscious it is called conscience and is 
represented in the ego by guilt-feeling and remorse. In so far as it Is 
not, it may be represented by feelings of inferiority and depression of a 
certain kind, or by a tendency to get into self-destructive situations; 
because of its origin it is identified as a tendency towards self-punish- 
ment. 


A word of warning seems appropriate at this moment. From the 
foregoing it does not necessarily follow that the pursuit of activities that 
carry the risk of getting into trouble of some sort is always and per se 
the expression of the influence of the super-ego. This generalization 
was certainly not implied in the article in which Freud drew our atten- 
tion to the category of ‘those who sin because of a bad conscience’. 


ETIOLOGY AND PATHOGENESIS: According to definition the 
primary conduct disturbance is a reaction to environmental influences. 
In studying the history of cases under consideration we invariably find 
a great amount of disharmony in the patient's family background or its 
substitute. Hostility and rejection are the most outstanding characteris- 
tics in both parents, or in one if only one is present. It should be borne in 
mind that the accent is on the parent’s attitude towards the child, which 
is even more important than the relationship between the parents them- 
selves. Economic stress and pathology are very often the cause of hos- 
tility and rejection on the part of the parents, severe enough to produce 
marked conduct disturbances in the child. Maybe it would be better to 
say in the children, because under conditions described before, prac- 
tically all children in the family present behavior problems. Indeed, 
hostility and rejection in the parent (s) towards the children are found 
so often in cases of primary conduct disorder that we hesitate to make 
the diagnosis if the history does not reveal these factors or even when 
their intensity seems inadequate to explain the conduct disturbance. The 
dangerously subjective element in this last criterion should, of course, 
be kept in mind at all times. 


Education or training of the young child could be described as a 


procedure by which the child is persuaded, with more or less force, to 
give up certain infantile habits for less infantile ones, for some form 
of compensation; this always implies the love of the parent (s). The 
compensation is an indispensable factor. It is this, and this alone, that 
finally leads to the formation of the internal moral authority which we 
call the super-ego. As long as the child is compensated for sacrifice 
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(of infantile sources of pleasure) by the certainty of the parent's love, 
the development and growth of the super-ego takes place. As soon 
as the child is disappointed because cheated out of the expected comp- 
ensation he rebels. The aggression activated by the demand for sacrifice 
is not internalized and does not contribute to the growth of the super- 
ego. It equally disturbs the development of a proper object-relation- 
ship and tends to leave the child more narcissistic than we find him 
under average conditions. The mechanism, very sketchily drawn here, 
seems to account for those outstanding features of the primary conduct 
disturbance which we stressed in the symptomatology. It is apparent 
that it is easily set in motion by a hostile and rejecting attitude of the 
parents. 


DIAGNOSIS: After all other pathology, including oligophrenia 
(feeblemindedness) , has been ruled out, the diagnosis of primary 
conduct disturbance docs not usually present any considerable dif- 
ficulty. The kind of behavior disorders, their early onset, the type of 
personality, the disturbed early environment, are the factors which 
have to be taken into account. It is customary to mention the larger 

. diagnostic group: primary behavior disorder first, and then the sub- 
group: conduct disorder, eventually also habit disturbance and/or 
ucurotic traits. 


Sometimes we find, as was mentioned before, that the aggressive 
behavior in one or more of its specifically listed forms manifests itself 
only in a limited area (home, school) and in the relationship to one 
person or one group of persons (mother, mother substitutes). We 
must add to‘this finding something which was not recorded before, 
viz., that in these cases the onset of the difficulties does not go as far 
back as in the usual ones, but seems to lie in the latter half of the 
fourth, the fifth, and the sixth years of life. Detailed examination 
then reveals that they are related to what psychoanalysis calls the 
oedipal situation, i. e. to the child's relationship to the parents as a 
couple and what this implies to the child at this age. In other words, 
we learn to consider this type of conduct disturbance as the result 
of an unsuccessful attempt on the part of the child at the solution of 
the oedipal conflict. We know, however, that this is only one aspect 
of such an unsuccessful attempt, the other one being the development 
of psychoneurotic symptomatology. It has been found that for still 
insufficiently known reasons, the symptom. formation may stay out 
while the behavior disturbances become markedly manifest. Psychoan- 
alysts call the disturbance thus developed: neurotic character, which 
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is an entirely satisfactory term as long as it is understood that it does 
not indicate that character traits develop following the same mechan- 
ism as psychoncurotic symptoms. In order to avoid this misunderstanding 
we prefer to use the designation: conduct disturbances of oedipal 
type. It goes without saying that in cases of this type, we do not hid 
the gross disturbance of the relationship to the parents which is 
characteristic of the other group, but that the accent is on the disharmony 
between the parents in which the child becomes involved. 


In a very small number of cases the complete symptomatology of 
the primary behavior disorder is present and also its development 
from a very early age on. However, the most painstaking scrutiny docs 
not elicit any indication of a disturbed environment. We may even 
find that the family is better than average, and in addition, that the 
other children in the same environment have developed normally 
and are doing well in school, on the job, etc. Evidently the diagnosis 
of a ‘primary’ (or reactive) disturbance cannot be made. We are left 
with no other alternative than to assume that there was in this child 
an ‘inherent’, ‘constitutional inability’ to achieve that development 
of a super-ego which appears to be the average or normal one. Some 
antenatal factor (hereditary or otherwise) must have caused this 
inability. In such cases we are forced into the diagnisis of psycho- 
pathic personality with amoral and/or asocial trends. The diagnosis, 
psychopathy, is historically inseparably associated with constitution 
(constitutional inferiority, dégénération of the French) and a syndrome 
should never be called psychopathic on the basis of its appearance 
(e. g. delinquent) but only on that of its etiology. As long as this 
seems to be reactive in nature the diagnosis psychopathy cannot be 
made. 


It is for this reason that we find under the headings psychopathic 
personalities and primary behavior disorders, sub groups which are 
practically identical, under the first: abnormal sexuality and amoral and 
asocial trends, under the second: conduct disorders. It means that we 
find in the child and in the adult behavior syndromes which in one case 


are the result of some prenatal factor and in the other, the reaction to 
environmental influences. 


As soon as we find behavior disorders combined with psychoneurotic 
symptoms we make the diagnosis of psychoneurosis, regardless of the 
question as to whether or not the development of the behavior disorders 
preceded that of the psychoneurotic symptomatology. We are prepared 


to find that some behavior disorders, in the course of the development 
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of the psychoncurosis, acquire the significance and importance of psycho- 
Neurotic symptoms, and will treat them accordingly, never forgetting 
their original meaning. When some conduct disturbance develops at an 
age beyond childhood e. g. during early adolescence (stealing), we may 
assume that it has the significance of a psychoneurotic symptom right 
away. It is usually accompanied by guilt-feeling and a need for confession 
and atonement. Its pathogenesis is, of course, not entirely identical 
with that of the genuine psychoneurotic symptom. 


Every once in a while we are confronted with conduct disturbances 
in adolescents which have only recently made their appearance. This 
late appearance in itself excludes the diagnosis of primary behavior 
disorder. Additional information: a change in the personality of the 
patient around puberty, a withdrawal which seems primary in nature, 
some peculiarities which cause him to be considered ‘queer’ by his parents 
and acquaintances, etc., point in the direction of a schizophrenic process, 
which at this time does not produce delusions and hallucinations. Or: 
there is a relatively sudden change from norma) behavior to complete 
abandonment of all former rules—staying out late at night, sexual prom- 
Iscuity, gambling, spending money too freely, everything without any 
concern about former standards. If this syndrome does not already do 
So, another change in the near future which will lead to a reversal of 
the picture into that of depression, will remind us of the possibility of 
the first manic phase of a manic-depressive psychosis. This is an unusual 
Occurrence and does not take place before the second half of adolescence. 


In this discussion other forms of secondary conduct disturbances 


will not be mentioned. 


THERAPY: The individual treatment of the child with primary 
behavior disorder (conduct type) as sketched in the following, was devel- 
Oped as the result of the careful study of a series of cases over a number 
of years, by a group of psychiatric social workers and the author. It is a 
form of psychotherapy which is based entirely on our present conception 
Of the pathogenesis of the disorder. In accordance with this conception, 


Our central effort is directed towards the establishment of an adequate 


relationship between our patient and ourselves. In contrast with the 


treatment of psychoneurotics who transfer their relationship-patterns 
immediately, the abnormal narcissism of the patient with behavior 
disorders means a difficulty which can only be overcome by a skilful 
application of what we know about the growth of narcissistic love into 
true object-love. In essence it comes down to the fact that we have 
to make ourselves indispensable to our patient as an instrument of his 
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narcissism. Any fear that this might give him support in his undesirable 
behavior has been proved entirely unfounded. On the contrary, it was 
possible to bring to light that the patient is constantly aware of the 
fact that we cannot possibly minimize the seriousness of his behavior, 
and he appreciates all the more our patient interest. Without going 
into details of the processes involved we may indicate that the develop- 
ment of our object-love, out of narcissistic interest, betrays itself usually 
quite clearly. In the young child we recognize it by the fact that he allows 
us to participate in his games (of the aggressive type) and in the 
adolescent, by the fact that he begins to show interest in us personally. 
To change narcissistic interest into object-relationship was our primary 
goal. The next step is to make this relationship work in terms of 
internalization of aggression, i. e. development of a super-ego. In this 
phase our special task will be to avoid the serious mistake the child's 
parents have made in not giving sufficient compensation for the sacrifice 
of freedom we demand. Even in the treatment situation we have 
plenty of opportunity to impose limitations. Each time we do this 
we observe a reactivation of aggressiveness, but, if the situation is well 
handled, it will not continue to result in narcissistic regression, but in 


internalization of aggression, which means an addition to the organization 
of the super-ego. 


In group treatment something similar takes place under the in- 
fluence of the contact with the group, as it derives its character from the 


presence of the group-leader. It would seem here, too, that an artificially 
initiated or accepted regression is a ‘conditio sinc qua non’ for any 
forward step. 


Needless to say that there 
reinforce the effect of treatment o. 
involved will always be that of th arcissistic interest 
into object-love, as only the development of object-love makes treatment 
Possible. 


are many means by which one can 
E behavior disorders. But the principle 
e transformation of n 
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EGO PSYCHOLOGY APPLIED TO BEHAVIOR 
PROBLEMS 


By MARGARET SCHOENBERGER MAHLER, M.D. * 


From the beginning of its development psychoanalysis has best 
been known as the psychology of the unconscious. The psychoanalytic 
method, thus, was one of investigation of repressed psychic material. 


; Although Freud initiated in 1923 a new phase of psychoanalysis 
with his epoch making paper The Ego and the Id, in which he invest- 
1gated mainly those forces of the total personality that are responsible 
for the phenomenon of repression itself, interest in psychoanalysis 
as the science of the repressed unconscious tends to overshadow con- 
Sideration for the importance of the second part of Freud's life work 
which was devoted mainly to psychoanalytic ego-psychology. 
hology is contributing most to 


Nevertheless, psychoanalytic ego-psycl 
e so-called primary behavior 


the understanding and treatment of th 


disorders of children. 
ation comprises under the heading 
those conditions of childhood that 


Psychoanalysis would call psychoneurosis or neurotic waywardness. 
To repeat a well known fact, clinical psychiatry classifies as primary 
behavior disorder all deviations of the total behavior of children that 
are primarily a reaction to environmental influences, an outcome of 
a disturbed emotional relationship between the child’s growing per- 
sonality and interference on the part of the outside world (parents) ; 
that is to say, those cases that are not secondary to organic ailment, 
8ross constitutional or hereditary pathology (as f e psychopathy, 
schizophrenia, organic brain - disease, postencephalitis etc. etc.) . 


i _ Clinical psychiatry’s classific 
Primary behavior disorder’ all 


e total personality: First the 


Freud described three parts of th 
erated by the biological 


d, which furnishes the instinctual energy gen 
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processes of the organism and which is entirely unconscious, secondly, 
the ego, which develops through differentiation and higher oxpanization 
from the id, and which consists of conscious and unconscious parts, 
and, third, the superego, which represents in the total personality 
the mores and standards of the parents and our cultural society. 


Chemico-physiological and hormonal processes produce see ont 
and rhythmically psychic energy which, when accumulated beyond 
a certain degree, creates tension. The correlate of this energy tension 
in the psychological field is the instinctual impulse or drive. The 
increase of tension is painful, the discharge of tension is pleasurable. 
In the psychic field as in the physiological field, the organism tends 
continually to attain a state of balance, or equilibrium, 


At birth, the mental apparatus of the infant is identical with his 
somatic organization, with only certain reflex reactions indicating 
affective conditions. When the instinctual tension grows beyond a 
certain limit, the infant feels intense distress resulting in his automatic 
outburst into crying and other affectomotor spells which, although 
very ineffective in serving a discharge function, do summon help. The 
human infant ıs thrust into the world in a much more unfinished, 
helpless, and biologically immature stage than any other mammal. 
At birth, the baby is equipped only with rather inadequate and, 
compared with animals, definitely atrophied faculties for self preserv- 
ation. This biological immaturity renders the human infant absolutely 
dependent for a long period on the nursing care of his mother. 


We assume that at first the newborn and very young infant cannot 
distinguish himself in any way from the persons or things around 
him. Experimental psychology has shown that through sensual perception, 
Visual, auditory, and tactile, the infant gradually learns to distinguish 
his own body ego boundaries. The projection of th 
represented in the brain as the so-called body image. 


Processes, however, changes and tensions within the 
are conveyed to the ego as 


e body ego is 
The instinctual 
organism itself, 
inner feelings or affects through direct 
nervous conduction by the proprioceptive system. Through the repeated 
experiences of outer and inner perceptions, the ego grows and re 

higher differentiation. Through the conscious perceptive system it 
acquires the faculty of recognizing and retaining primitive physical 
and inner experiences. Through myelinization and other maturation 


aches 
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Subsequently, the motility function represents another important 


part of the ego serving together with the perceptual part as a faculty 
ng reality. Later on, through the 


chic energy intelligently, and 
The differentiation to higher 


of the ego for investigating and testi 
thought processes the ego utilizes the psy 
controls the access of impulses to motility. 
Somatic and psychic organization depends largely upon the successful 
interpolation of inhibitory, controlling agents between perception 
and action. Whereas the newborn and young infant has nothing but 
affectomotor paroxysms at his command to release tension and summon 
help, later on the infant will follow, his mother with his eyes in a 


a ona way. He will not only cry but wait patiently, because he 
has learned through repeated experience that his mother is going 
ior between the 


to feed him at certain times. The difference in behavi 
newborn infant and the three months old, for instance, demonstrates 
that the controlled drive, like controlled water power, becomes useful 
energy for ego formation; and indeed, in the entire growing-up 
Process we can see that the controlled impulse is the mechanism which 
furnishes strength to the ego. In other words, the ego develops into 
the inhibiting and controlling organization that watches over the 
Instincts which are unruly and blind, and which, if not controlled, 
Would seek release even at the expense of the person’s most elementary 


Safety. The young child wants what he wants when he wants it, 
run or dangerous, 


i i . . . 

Trespective of whether his behavior 1s useful in the long 

and whether or not it is at the expense of his own interest or that of other 
Persons or things. É 

anımals have of meeting and coping 


The phylogenetic heritage that ; 
the human infant. Animals 


Y i < . . 
— external danger is entirely atrophied in i 1 
Cact to external danger with a short fear signal followed by either flight 


9 H a 

a attack of the. enemy, or petrification; this sense of track for external 
anger, however, is lacking in the human young. It is well known that 
a small child would not be afraid if a wild beast approached him, would 


not hesitate to walk on the brink of a precipice, nor would he judge 
y feet distant from him, 


adequately the danger of bombs, bursting a fev 


and i i seats 
ab insecurity. In essence, the child is more a 
si Out, or abandoned by the mother than of any rea 
ituation, 


1 external danger 


and helplessness of the human 


Due to the biological immaturity : 
ing care for a long period 


inf 2 
ant at birth, he is dependent on nurs 
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of his life, so at first can obtain balance and gratification only through 
temporary reunion of the prematurely disrupted mother-child dual 
unity, and later through avenues opened by persons in the outside 
world. 


In the first stage of ego development the instinctual energy, 
which Freud defined as love instinct and ego - or self-preserving instinct, 
is vested entirely in the child’s own self. As soon as the ego differentiates, 
and the young infant dimly recognizes his own body ego boundaries, 
his dependency on the mother, particularly her nursing breast, gains 
emotional meaning. Practically from this very time on, normal 
satisfactory ego growth is dependent almost exclusively upon the 
emotional relationship between child and mother, and later between 
child and parents. 


Fortunately, the child’s biological and psychological dependency 
upon his parents has a useful aspect also. It preconditions the child’s 
educability, and furnishes the strongest impetus for his socialization. 
Very soon, the child feels that maintaining his egoistic, objectionable 
habits, pleasurable though they are, is less important than preserving 
and insuring his mother’s love. The ego is that part of the personality 
that executes the normal repressions, that is to say, that thrusts the 
objectionable infantile wishes gradually into the unconscious in order 
to comply with the demands of reality and environment. In the last 
analysis, the fear of loss of love and fear of punishment induces the 
child to execute the normal repressions. This can be successful only 
if educational pressure is gradual and moderate, and if the environment 
(parents) are emotionally stable enough so as not to confuse the child, 
(often referred to as giving emotional security). If the child feels 
unable to live up to the requirements, his discouragement and fear 
of loss of love will be so intense that his erotic and aggressive strivings 
cannot be expressed because his ego was forced to establish very 
abrupt and deep repressions. Such a child will be predisposed to 


set up exaggerated reactive behavior patterns in defense of his increased 
inner tension and anxiety. 


; Education, from the simplest gradual domestication and training 
of the infant up to the learning of skills and high scholastic act 


arter in which the child is brought 


egoistic and increasingly unacceptable 
and objectionable behavior in return for 


premiums, symbolizing love, 


» immature 
tangible or intangible 
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ship oe ok. the educational process, the emotional relation- 
Boi ea ba parents and the child must Be such that the child 
ao euah, thor disappointed at not getting compensatory love, 
If a eo A . eel too sure of getting love irrespective of his behavior. 
uois a s unloved, he will soon feel cheated, he will not find 
Sie it ia e to aaah his ways of repressing objectionable wishes. 
pe fo y supp! ess his egoistic cravings because of physical inability 
anado p n way. He will not renounce his pleasurable ways of 
his rey he not bestow love on other people, but will use up 
iene A energy in self-love. Such a child will remain egoistic 
ul. He has no reason for altruism. 
if a flexible balance is maintained 


J a p 
Normal ego growth occurs only 
and that amount 


betwee : 

th cen the psychic energy vested in the own ego 
a ' : ; : 
at is used for object relationship. 


If the child's environment is not able or willing to give the child 


obj > -Fi : . . . sys . 
Ject-related opportunity for channelization, 1. €» utilization and 


amalgamation of his love and aggressive tendencies, the child is forced 
If. He will perhaps 


s giia too exclusively within himself. He ` 

and dete Cpe’ autocrotic activity, seek pleasure in ne own body, 

the case ni himself through his aggression if necessary. We see both in 

of fault : of primary habit disorders, which are the first manifestations 

of two Yy ego development and may occur 1n early years around the ages 
, three, or four. 

d severe primary habit 


Clinical data prove that obstinate an 
nd sudden disruption at 


oo = due to early traumatization a c erde 
the ph ws y age of the most important normal habits ponad a 
iwi oprea] functions of food intake, excretion, early motility 

n, and the like, when concurring with the disruption of smooth 


relati : P 
Onship with the mother. 


" The following is a sketch of the case of a little girl who came 
oe treatment with the most severe reactive habit disorder; thumb- 
cking and trichotolomania (that is the habitual pulling out of 


iy hair); she had bald spots all over her scalp. 
Veronica was the fourth and youngest child of a family of six. 
She was a wanted child, her birth was normal. She was breastfed 
until the age of nine months at which time a tonsillectomy was 
Performed. The mother was with the baby all the time. After 
the tonsillectomy, the infant was abruptly weaned and spoonfed. 
She did not take to this too well, but did not cry much. However, 
the mother noticed that the baby pulled out bunches of hair and 
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took to excessive thumbsucking. The baby was given a bonnet 
to prevent hair pulling, but to no avail. After some time the child 
connected the two autoerotic activities in that she would pull = 
a hair, wrap it around the tip of her tongue and start ony 
sucking movements with tongue and lips and fingers unti ae 
lips became sore from excessive sucking. The te ne! 
extremely overanxious, consulted one doctor alter another. S i 
was given preventive injections for all types of sicknesses _ 
allergies. Finally, Babies Hospital took the child at four years H 
age for a thorough check up. Except for cosinophilia all clinica 
and laboratory findings were negative. 


To repeat: Veronica had been subjected at a very early age, 
in the midst of breastfeeding, to a severe and multifold traumatic 
experience in that she was forced by the tonsil operation to give 
up quite suddenly the most important habit in any infant's life, 
the suckling at the mother's breast. At the same time that the 
close nursing unity with the mother was disrupted by the operation, 
the primitive ego of the child had to adjust in an abrupt way to 
entirely different nursing habits amidst intense pains in that part 
of the body, that hitherto had given the baby necessary pleasure 
gratification via the mother’s breast. Now, the mother’s breast was 
no longer available, and the baby automatically had to make up 
for the deprivation by secking pleasure within her own body, 


finding it instinctively in that strange form of habit formation 
which has been described above. 


Fortunately, Veronica's relationship to the mother always had 
been particularly close and firm. The pressure to give up her 
Strange habit, though attempted intermittently in different ways, 
was handled without cruelty, but rather with much love and 
understanding. In spite of this, no educational measure, short of 
psychiatric treatment, was of any avail in getting Veronica to give 
up her habit. She did it less overtly, she tried very hard to control 
it herself, but her ego was really unable to renounce it. The habit 
grew along with her ego and superego development, almost like 
a parasite, an automatism, not affecting too severely her total 
personality. When Veronica was brought for treatment, she 
seemed like a precocious, sadlooking little girl of five, who used 
big words in her attempt to make an extremely grown-up impres- 
sion. Although a model of self reliance, as far as achievement was 
concerned, she was utterly dependent upon her mother emotion- 
ally. Intellectually and socially the child developed unusually 


as well as 
f hypochondriacal 


Gradually she brought out, 
seated fears that many things were 
ating in fear of death. She started 


much to my surprise, deeply 
wrong with her body, culmin- 
to complain of different aches 
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and pains which changed every week. She revealed in play and 
words her conviction that, unless she outsmarted death by growing 
up very quickly, she would not live much longer. 


This fear, of course, was not primarily formulated by the 
little girl, this was the unspoken fear of her environment which 
she sensed. 


She warded off this terrible inner anxiety by hypercompensa- 
tion through precocious intellectual functioning, grown-up ways 
of behavior, the genuineness of which was belied by her babyish 
clinging to her mother. 


Summarizing: Veronica, who is by now a well adjusted and 
happy eight year old girl, fell ill with a classical reactive habit 
disorder at a very early age. Her habit disorder, which lasted 
from her first year till she was seven-and-a-half, was a pathological, 
though restitutive attempt on the part of her ego to regressively 
obtain autoerotic satisfaction and thus release tension from over- 
whelming instinctual fear of annihilation through simultaneous 
concurrence of somatic pain and sudden loss of the mother’s 


breast. 


Neither of the traumatic experiences alone, the operation in 
the first year of life, or the weaning, could have brought about 
this condition. This infant experienced an overwhelming trauma 
because of the concurrence of the physical upheaval of the 
operation with abrupt change from the familiar oral reunion with 
the mother’s breast to new unfamiliar habits, in which not even 
the mother’s presence could neutralize the traumatization. 


t be given up too smoothly or too abruptly. 
Small contlict situations occur every day in a child’s life. Every denial 
starts a certain revolt, the activation of aggression against the frustrating 
adult. If the relationship is good, aggression is partly amalgamated by 
love, and utilized by the ego, while the rest is repressed, forgotten, 


pushed into the unconscious. 


Childish ways canno 


educational wishes without 


Of course, many children comply with 
ce is not a normal state 


Perceptible trouble, but complete complian 
as the following example will illustrate. 


Years ago I was consulted about making plans for a six 


year old girl because she insisted upon being skipped to a ae 
grade in school although she had started school earlier than T 
average child. She seemed bored with the low educational standar s 
of the class, and she showed signs of severe social maladjustment. 
She was born in luxury, the only child of a foreign diplomat. 


Although the parents had continual social engagements, the 
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mother tried very hard to give the child all the care that she 
needed. She had a nurse who surrounded the child with loving 
care and attention. The mother, who was a very intelligent and 
beautiful woman, emphasized that the child never had given any 
trouble up to the time of consultation. In fact, Barbara had been 
‘a lady’ almost since birth. She never had to be reprimanded, was 
always compliant. There never was commotion in the nursery. 
Barbara never indulged in any childish mischief, she was always 
serious. It was not necessary, the mother stated, to punish Barbara 
because she always did everything perfectly. If her mother or her 
nurse, both of whom she seemed to adore, explained it to her, 
she would accept everything without opposition. I never could 
find out how this smooth development could have been brought 
about in the earliest ego development, when verbal understanding 
is not yet possible. Indication of deep seated emotional antag- 
onism between child and mother seemed to have started in the 
form of an incompatibility at breast feeding. This was both unsuc- 
cessful and tormenting to mother and child. Nevertheless the 
mother continued her deliberate effort to be a model mother. 
Although Barbara never liked to eat, she made a great effort to 
consume large amounts of delicious food. If the food were removed, 
she would be discouraged because she felt people would be dissatis- 
fied if she did not eat it. She was never really forced to eat in 
an overtly aggressive way, but she was told that she would grow 
big and strong, and wasn’t that what she wanted? In Barbara's 
case the unnaturally overprotected, exacting, and polite atmosphere 
from which aggression in its overt manifestations was completely 
abolished, compelled the child at a very early age to take up, 
without overt anger or protest, the attitudes and unspoken com- 
mands of her environment (in her superego). Thus, she had no 


opportunity to express her aggression and to release her tension 
in motor manifestations. 


Motor release is the most important and soundest device of the 


growing child to serve ego growth, obtain balance, and form an always 
available safety valve against anxiety. 


Barbara was forced to repress her aggression early and com- 
pletely, whereas children need a chance to obtain control over their 
aggression and to repress the motor manifestations gradually and 
piecemeal. Barbara could not let herself be aggressive, because 
everybody around her was softspoken and mild. The danger of 
being diametrically different from the environment made her feel 
too keenly that impulsive behavior would cause loss of love. 


In Barbara’s case, the ego.ideal erected was beyond what her 
comparatively weak ego could ever truly hope to live up to. Her 
ego was further weakened because, in order to keep in check such 
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strong and abruptly executed repressions, she had to put up strong 
secondary defenses, so-called reaction formations. She had to be 
a model child, a little lady. All that was at the expense of her ego, 
because the psychic energy in such cases is used up in keeping 
up the defenses instead of being utilized for constructive active 
functions. Psychoanalysts call this process the impoverishment of 
the ego; what happens can be compared with the immobilization 
of a formidable part of the French Army in the Maginot Line, 
which rendered France powerless to function actively _and 
efficiently against the enemy by aggressive defense. But it is even 
more important to understand another dynamic happening in 
such children: the child's aggression is in the superego instead 
of being in the ego mitigated by love energy. Such a superego 
spurns the ego to do more and better than any other child. 


Why is an ego, that is so ambitious for high achievements, 
considered to be not particularly strong? The ego of such a child 
functions only in a few very limited areas in a compensatory or 
restitutive fashion. In many areas functioning of such children 
1s sham and their efficiency spurious. The invested energy 1S 
Wasted in a vain effort to live up to the child's own abnormally 
high standards and expectations. Barbara's ambition was infinite, 

ut ambition is not ego strength. Such ambition is the superego s 
expectation that the ego achieve miracles. Such an ego gets con- 
‘nually discouraged, the gap between the ideal and the capacities 
1s very wide, the discrepancy is felt as an inner sense of discourag- 
ement, dissatisfaction with oneself. This is the anxiety, which 
Freud called moral anxiety, that is felt as conscious or unconscious 
guilt. Superego anxiety, in fact, is that type of inner fear, that 
characterizes most children with primary behavior disorder of 
the neurotic type. 


The neurotic guilt feeling cannot be separated clearly from another 


ne BS ft > 
` Surotic inner anxiety, the inner fear of the strength of the instinctual 


im : : ‘ 
oo We can best visualize the dynamics of that second type 
Inner f ch Freud has used, comparing 


z o the horse. In fact, the rider 
e in directing and controlling 
le for him. If the ego 3 
ay with him 
ot the rider 


ear by using a comparison, whi 

Utilizes Ls a horseback rider, and the id t 

it in neg strength and power of the hors 

Poor h ù a way as is useful and pleasurab go seine 
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is the angerous destructive situations, SO that the hor: 
Master, 


a 


If the child or adult has the feeling that his ego’s mastery of his 
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52 MARGARET SCHOENBERGER MAHLER 


at a great expense of energy). By the way, this anxiety is character istic 
and overwhelming in cases of prepsychotic states, and also normally in 
puberty (Anna Freud). 


To come back to our case, we can sce in Barbara's reactions 
evidence that the child’s impulses and passions came out in 
torted personality development. Her ambition, her drive : or 
achievement had such unchildish proportions that her payi 
rejected her. She tried to buy their love and admiration by ape 
and pathetic wooing. From this we could see that Barbara was ine 
from being really independent, on the contrary, she more than the 
average child, needed reassurance from outside, because she was 
chronically disappointed with herself. If she succeeded in semp 
orarily appeasing her cruel rigid superego by living up to sr 
inner unnaturally high standards, she had to push to the ai 
of her strength, but she gave up easily and became exhausted. 
The school indicated that she wanted to be skipped mainly because 
she could not stay with one situation steadily for any length of 
time. She could not stand any suspense or any criticism, she 
became depressed whenever another child got praise. Her crippled 
motor outlets broke through in motor symptom formation. 
General jerkiness, transitory vomiting, and sudden spells of inco- 
ordination occurred. These symptoms, like all neurotic symptoms, 
showed in statu nascendi the mechanism of the ego’s compromise 
solution of a conflict between the drive and the superego, in a 
distorted underground way. 


What was wrong in chis education? After all, we always 
thought that kindness and good examples in the environment 
would warrant optimal personality development — provided no 
gross constitutional or somatic difficulty were present. Barbara’s 
case demonstrates with unusual clarity that an abundance of 
reactive love, in conjunction with perfectionist standards, foretells 
rather poor ego development. In the face of so much leniency 
and attention, in the face of such polite unagegressive adults, one 
cannot become nasty, can one? Barbara was not really permitted 
to be a child with all the egoistic aggressive habits and mischief, 
which characterize early childhood. She was given only perfect 
examples for imitation. She was not given a chance to bring out 
her passions and her ego could not exercise, via the small conflict 
situations of the normal daily life of children, piecemeal 
renunciation of childish ways, piecemeal imitative functioning 
through gradual identification with the adults. 


Educability is conditioned by a normal though not excessive fear 
of loss of love, and by a normal though not excessive fear of punish- 
ment. If both are excessive, a condition results, that clinical psychiatry 


classifies in the group of primary behavior disorder of the conduct 
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type, a i i 
Soi and that in the psychoanalytic nomenclature would be called 
rotic waywardness or delinquency. 


I will sketch briefl 
y the case of a seven year old boy which resented 
that type of problem. : i ‘ 


‘ea eee was referred by the school because the teacher was 
elpless and at the end of her wits with him, as were the father 
and stepmother. The father tried the most severe corporal pun- 
ishment for Leslie's misdeeds as well as threats and bribes. He 
verbalized in the presence of the boy his hatred and resentment 
against the boy’s mother, who, taking the child with her, soon 
after birth deserted the father to go off with a lover. Suddenly she 
came back and left the boy to the care of the father and the 
paternal grandparents. According to the father, the grandparents 


spoiled the boy, for which the father felt he must make up by 


sternness. He wanted his son to become a ‘regular boy’ without 
There was no stable 


fears and without habitual weaknesses. 
suse pan standard or attitude around the boy, he had no basis 
or figuring out reason and consequence. 


Usually he could get away with whatever he did, because 
allegedly not he, but his mother was responsible for his misdeeds. 
But at times the father would beat him mercilessly if he showed 


reluctance to go to a strange place, or if he could not conceal his 
phobic fears of robbers and ghosts, which behavior in the father’s 
eyes was equivalent to being a sissy. Since the adults around the 
boy were unpredictable, the usual tempered fear of loss of love, 
so important for sound ego development, had no meaning for 
Leslie. The other fear, that of corporal punishment, was over- 
emphasized. He was continually goaded by threats. He had no 
reason to give up his egoism, because he was sure to be disap- 
pointed and cheated in the barter agreement. The boy soon 
learned to display a strange stoicism and defiance when he received 
beatings from the father, which attitude, incorrectly looked upon 
as bravery, seemed the only positive tie between the child and 
father. The problem was complicated by the fact that Leslie felt 
keenly that the courage and straight-forwardness, that he was 
expected to show, could not be found anywhere 1n his erie 
ment. Whom should he have taken as an ego ideal? How shou 

he have been able to erect a critical institution within his own 
personality to enable him to know what was right and what was 
wrong? How could he reconcile all the contradictions, confusions, 
and discrepancies, and unify those incongruous images into one 
genuine superego? Everybody talked and acted in an iconii en 
way. He never knew what to expect. The father, who preache 

manliness, was not only unsuccessful in his profession, unmanly 
in his bearing, but also impatient, inconsistent, vain, and often 
brutal in his relationship with his only son. The divorced mother 
was given the right through court order to see her son regularly, 


deal with a purely conduct or purely ne 
order, except in cases of constitutional psy 
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but she saw him only when she had a sudden impulse to nemact 
him. On these occasions, she would try to wean the boy man 
the father and the stepmother, overindulging him by Pan 
by giving in to him so far as to expose herself i iie ey ane 
he asked for anatomical enlightenment. But äs soon as Leshic Be wa 
not do what she wanted, she would hit him and send him away 
abruptly. No wonder that Leslie met school situations wa ra 
suspicion and the anticipation ol untair treatment. a heey 
days he explored the new terrain, but as no sternness was ove 
coming, he went about to outsmart his extended oe iu, 
because kindness did not mean anything else to him but wea a 
which he would use in his own egoistic ways. Very soon, the reac zn 
noticed his shrewd, sly defiance. Leslie started out to terrorize : 

children, especially the girls, in his classroom as well as A hes 
street. He pinched, kicked, and beat them under the des i : 

behind the teacher's back. When reprimanded he would eny 
everything, put on a sulky indignant air, or, if the situation a 
too uncomfortable, he would run off. If the partner was age | 
strong, he would be aggressive in a much more subtle way. i 
would provoke with vile language, or, in case of especially po = 
handling on the part of an adult, he would suddenly stop, prea 
on the strect, exhibit his penis, and devilishly enjoy the star > 

effect that such behavior evoked. I purposely leave out here the 
neurotic compulsive features of such behavior. 


In fact, clinical and statistical data seem to prove that we nnent 
urotic primary behavior dis- 
chopathic personality. 


In Leslie’s case the ordin 
no avail. Neither praise no 
threat had any effect. 
short of bodily punishr 
which would spur on h 


ary methods of education were of 
r criticism, explanation or verbal 
On the contrary, anything which stopped 
ment, seemed to him to connote weakness 
is defiance, aggression, and destructiveness. 


Leslie was an exceptionally lovable, attractive, well built, 
organically healthy seven-year-old boy, rather slim and tall for 
his age, with excellent motor coordination and acquired skillful- 
ness of his body musculature, 


I readily got acquainted with his art in underhanded attacks. 


He would indiscriminately destroy the other children’s toys, and, 
while I was not watching him, would quickly splash a glass of 
cold water down my neck. He would abuse me with words and 
acts to see whether my unemotional and friendly attitude was 
weakness or what..., he could not believe in anything else. When 
I talked to him, he would call me vile names, if I did not talk to 
him, he was afraid that I was going to cheat him and tell on him 
to his father, who would then beat him. Most of these children 
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a 
or 


with behavior disorder—conduct type, are basically cowards and 
are afraid of external physical powers. It seems as though the 
inner anxicty in such children were replaced by rationalized and 
projected fears of robbers and supernatural powers in the outside 
world. Fear of punishment is uppermost in their minds. Leslie 
was afraid of people’s corporal strength, he was afraid of the 
brutalities of his father, of being spanked, or kidnapped, or the 
like. In such cases, our therapeutic effort can succeed only if we 
have a controlled environment like a hospital ward, or at least 
one adult in the home environment on our side. Then we must 
try with infinite patience to gain the child’s confidence. 


Leslie had to learn through long and tortuous experience that 
there are people whom one may trust, and that educational barter 
agreements can be handled from both sides—on the part of the 
adult and on the part of the child—in a fair way, and with more 
eventual profit than continual warfare. 


In returning to our central idea lct us examine Leslie's ego 
development, typical of the clinical picture of a child with behavior 
disorder of the conduct type. 

Leslie’s ego was weak because it actually was the victim of 
his unruly impulsions and the accumulated resentment and aggres- 
sion, that his ego did not succeed in repressing and mitigating 
through love energy. This boy had no steady images, whose moral 
traits he could have assimilated and integrated into a reliable 
superego, and no impetus to renounce egoistic aggressive ways. 
His impulsions did not give his ego respite to develop optimally 
autonomous functions and integrate his personality. His instincts 
drove him to strive continually to get what he wanted when he 
wanted it. This at first was gratifying, but in the long run brought 
him into trouble and in increasingly serious conflict with the en- 
vironment. His passions condoned by his weak ego, with which 
they galloped away, would have brought Leslie sooner or later 
in serious conflict with the law. 


Out of the early and continual disappointments in the barter 
trade agreements of education, Leslie felt cheated and confused. 
The only way that remained for him was to. get for himself 
whatever he could, as skillfully and as aggressively ` as possible. 
Characteristically, he would threaten and torment people whom 
he thought weaker, and he thought all people weak who were 
not cruel and aggressive like his father and his mother. His only 
ambition was to develop skills so that he would get his way with- 
out being caught, thus avoiding real fear of suffering injury and 
being overpowered. Instead of the inner anxiety, which character- 
izes normal and neurotic children, these conduct disturbed 
children scem to know only fear of-brutal force. They never learn 
to yield to anything less than brutal aggression, they do not believe 


in any other agreements. 
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Hence, the repetitious reckless and, one might say, compulsive 
tempting of dangerous, exciting situations, characterizes these children’s 
and adolescents’ behavior. For the sake of experiencing actually or 
imaginatively the triumph of skill and force over fear, these youngsters 
often become a victim of their own impulsive actions. 


Summarizing we may say that psychonalytic ego-psychology furnishes 
an important though clinically not yet fully utilized tool for the 
understanding of primary or reactive behavior disorders. 


Mental health of the child, just as well as of the adult, depends 
on, and is commensurable with his cgo strength. 


According to Freud, the ego is considercd strong if, on the one 
hand, the instinctual tension from the drives do not threaten to over- 
whelm it, or to paralyze its function, and if the demands of the supcr- 
ego, causing undue anxiety and guilt feeling, do not weaken it. 


We consider the ego strong if the person is able to attain active 
mastery of life by adaptation of his situations to his individual and 
social needs (alloplastic activity); to expand and find pleasure in his 
own self, as well as in his relationships to others; in his own activities 
and work, as well as in the good and cultural things of the world. 
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PSYCHOSOMATIC APPROACH 
TO CHILDHOOD DISORDERS* 


By HILDE BRUCH, M.D. ** 


The name psychosomatic medicine is of recent origin. It has become 


widely accepted and is currently used to describe an approach to 
medical problems which aims to understand the interrelation and 
interaction of psychological and organic factors in the development 
and course of illness. Thus it concerns itself with the influence of 
emotions on body function and the influence of organic disturbances 
In its fundamental concept it considers physical 
and psychic symptoms mercly as different aspects of one and the same 
process. From this point of view illness represents the totality of 
reactions with which an individual responds to the difficulties of living. 
Whether physical or psychological manifestations are more conspicuous 
depends on a variety of factors: on the nature and severity of the trau- 
matic event and on the individual reaction pattern which in turn 
is determined by constitutional factors and many conditioning influ- 
ences, Expressed in a different way: Life experiences and social and per- 


sonality factors have become objects of medical research because of their 
anding of the type of illness to which a person 


on mental processes. 


importance for an underst 
succumbs and of his way of reacting to this illness. 


al factors play a role in the course of 


The recognition that person 
pathetic under- 


illness is not new. Attention to these factors and sym 
and difficulties in living has always been 
vere skilled in the art of healing. 
which justifies 


standing of a patient’s worries 
a therapeutic tool of physicians who y 
The novel element of the psychosomatic approach, 
calling it a new way of understanding illness, is the emphasis on 
Systematic inquiry into these factors that determine the function of the 
individual as a whole and the use of specific scientilic methods for 


* Condensed from two lectures given at the Psychiatric Institute on November 8 


and November 14, 1944. 
s ** From the Departments of Pediatrics and Psychiatry, 
urgeons, Columbia University. 


College of Physicians and 
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the exploration of the physiological and psychological problems. The. 
great difference in these methods and the multiplicity of the factors 
involved accounts for the fact that actual investigations fall short of 
this goal of studying the individual as a whole. Psychological problems 
can be studied by psychological methods only; this demands an approach 
and orientation different from that used in the study of organic dis- 
orders by physical and chemical methods Although the individual 
worker is thus limited to observation of part functions and aspects, the 
endeavor of the psychosomatic approach is to integrate these isolated 
observations into a comprehensive picture of the personality and re- 
action pattern. 


Most investigations have been carried out with adult patients, and 
in only a limited number of disorders. Although systematic re- 
search into the psychosomatic aspects of diseases in childhood lags 
behind, pediatricians on the whole have been very much aware of the 
importance of psychological factors in childhood disorders. Childhood 
offers problems different from those encountered in adults. Growth 
and development are the most characteristic features of childhood. 
These include physical growth, acquisition of biological functions, and 
development of character and personality. These growth processes occur 
in part as the unfolding of the inborn constitution and inheritance. It 
is the common biological and cultural inheritance which accounts for the 
fact that in spite of the endless variety of individual differences, we all are 
more human than otherwise, whether we are healthy or physically or 
mentally sick. The wide range of individual differences depends to a 
large extent upon the manifold influences that impinge on the dev- 
eloping infant and child. Typical childhood, disorders occur as aber- 
rations in the growth process and as difficulties in establishing the 
Various functions, commonly those of food intake, digestion, and elim- 
ination with various cousequences for the state of nutrition and health. 
A great variety of other organic diseases occur during childhood. The 
relative immaturity of the organism may account for a course different 
from that in adults and the very existence of illness, particularly of 


poms disorders, may decidedly influence the whole development of 
a child. 


f Probably the most important of the many influences which deter- 
mine the development of normal or disturbed function,—barring con- 
genital malformation,—is the way in which a mother, or her substitute 
handles the young infant who for many months is completely dependent 
for his survival on her regular care and attention. The modes of 
expression of the young infant are limited; one cannot differentiate 
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between physical and emotional expression. All responses are whole 
responses and only gradually with progressing maturation does the 
infant develop functional capacities which permit more differentiated 
behavior. The close linkage between appeasement of bodily needs and 
the emotional relation to another human being leads to the use of 
these functions to express emotional tension. If the normal course of 
development is disturbed and undue anxiety is experienced in con- 
nection with body manipulations or otherwise the differentiation into 
physical and emotional modes of expression may be delayed and disturb- 
ances in body function may be used for expression of emotional conflicts 
beyond the normal time of early infancy. Even if the differentiation takes 
place, reversion to this type of response may occur under severe emotional 
stress. 


The behavior of a child thus offers a good opportunity for 
demonstrating the interrelatedness of physiologic and psychologic factors 
and their development in response to emotional problems arising out 
of the relation with significant persons in the family group. A pertinent 
case history may provide an illustration. As is usual in childhood dis- 
orders, the complaints were expressed by the mother. It is characteristic 
of this mother, as of many others, that she focused on the physical 
difficulties and that she withdrew from the psychiatric contact that 
aimed at a change of the underlying emotional problems. This point 
is of importance, not only for managament in an individual case but 
also for the problems of psychosomatic research. It is often a moot 
question as to how much in a given disorder is ‘organic’ and how 
much is ‘psychological’. As far as it concerns the examiner, the answer 
may be determined by his point of view and method of investigation. 
It is also determined, probably to a greater extent than is generally 
appreciated, by complaints and leading symptoms. A patient's pre- 
conceived idea of his illness directs his choice of physician or specialists, 
and thus often the diagnosis and treatment of his illness. 


Case Report 


John has been a patient of the Vanderbilt Clinic (Outpatient 
Department) for eleven consecutive years, from age three-and-a-half 
to fourteen-and-a-half. 
any different clinics and exam- 
dations by numerous phys- 
this point of view: It reflects 
n evaluating a variety of 
1 thinking which have oc- 


There were consultations in m 
inations and therapeutic recommen 
icians. The record is of interest from à 
the wide range of medical opinion i 
complaints and the changes in medica 
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curred during the last decade. The mother would attend a bn 
as long as something was done for her specilic complaint about 
the child. Reassurance concerning the boy's physical condition 
was unacceptable to her. She would apply to another eine id 
go to a private physician in spite of financial hardship, se pa 
specific complaint found the expected consideration. An came 
of this is an episode when the boy was five years old. The ee 
consulted the surgical clinic about a slight swelling on his cit 
cheek. The diagnosis of a ‘small—a very small—lymphangioma’ was 
made and the mother was told that no treatment was necessary. 
Within the same week she took the boy to the dermatological 
clinic where some mild radiation therapy was applied. That ap- 
peased her current need but within a few weeks she appeared at 
another clinic with a new complaint. 


John was studied in the Pedriatric Clinic when he was seven 
years old because the mother was worried about his heart condition 
and wanted to know whether he should go to a special school for 
children with heart disease. At some time in the past a systolic 
heart murmur had been noticed. Since then her preoccupation 
had focused on the condition of his heart and she said that the 
boy now suffered from ‘pains in the heart’ and ‘shortness of 
breath’. No evidence of organic heart disease could be found. The 
boy was considerably overweight and had been under endocrine 
treatment for several years. It was advised that thyroid medication 
be discontinued. He became less restless and slept better. Obser- 
vations on the serum cholesterol level, which failed to show an 
increase after withdrawal of thyroid, ruled out the existence of 
hypothyroidism. The mother was unable to accept the inform- 
ation that there was no organic heart discase and that the obesity 
had not developed on an endocrine basis. She continued to take 
her son for endocrine treatment and to talk about his weak h part. 
She appreciated, however, the personal interest in her and her 
child’s difficulties and cooperated in giving a detailed history 
and in bringing him for periodic follow up examinations for more 
than seven years. 


Physical History: John was an only child born after twelve 
years of marriage during which the mother had undergone 
numerous examinations and operations until she finally con- 
ceived. She was told that she could not have any more children. 
Although she had wanted a child so badly she was keenly disap- 
pointed in her desire for a girl who, she felt, would ‘stay close 
to her’ and ‘not leave her when she grows up’. She continually 
voiced her disappointment about the boy’s sex in his presence. 


From the very beginning the mother worried that there r 
be something wrong with her child and she noticed th 
was peculiar while she was still in the maternity 
attending physician found no abnorm 


might 
at his cry 
hospital. ‘The 
ality. After taking her infant 
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home she continued to observe some breathing difficulties. She 
consulted another physician who told her that he had an enlarged 
thymus and for this x-ray treatment was given. It is impossible to 
ascertain in retrospect whether or not any real abnormality had 
existed. It is well known that the diagnosis of enlargement of the 
thymus is often made erroneously. For this mother, it became one 
more reason for paying the most detailed attention to the boy's 
health and when he was seven she still felt that his thymus gland 
was wrong and worried about all kinds of abnormalities in his 
breathing and voice, which occurred, she said, only at night. 


There were feeding difficulties from the beginning and the 
boy vomited frequently. The mother said that she still had 
trouble feeding him at a time when he was markedly overweight. 
He had whooping cough and mumps between the ages one and 
two years. During the next year occurred a conspicuous increase 
in weight and the first consultation at Vanderbilt Clinic was for 
obesity (50 per cent overweight for height and age), to which the 
term ‘endrocrine’ had been applied even before he came to the clinic. 
The more specific label ‘hypothymic and hypopituitary syndrome’ 
was now attached to the boy. Even though many different opinions 
were expressed in the course of time, nothing could convince the 
mother that her son was not the victim of some basic abnormality 
in his physical make-up. 


Throughout the years John remained markedly overweight. 
He was almost continuously under endocrine treatment and received 
small amounts of thyroid and pituitary substance by mouth, In ad- 
dition, a low calorie diet was recommended. Despite this he gained 
steadily in weight. The mother would make declarations that he 
followed the prescribed diet, and at the same time complain that 
he did not eat enough and that she had to force food upon him. 
Puberal development began between the ages of twelve and 
thirteen and was nearly completed when he was fourteen years 
old. There is no reason to believe that oral administration of 
pituitary substance had in any way influenced the course of 


sexual development. 


Behavior Aspects: Although concern about poor physical 
health stood in the foreground, there were many remarks about 
John’s difficult behavior. Restlessness and poor sleep were men- 
tioned when he was first scen at the age of three. When he was 
four years old, the mother complained that he was nervous and 
did not know how to play. A psychometric examination gave him 
an intelligence rating of 92. He was erratic In his work and his 
successes were due more to chance than to persistent effort. Com- 
plaints about his restlessness and poor sleep appeared during the 
next few years. His behavior with playmates was poor. He would 
show some interest in babies and small girls but would run away 
crying from boys his own age. There was constant friction between 
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him and his grandmother and an aunt who lived in a poms 
household. Complaints about feeding difficulties pR = 
and over again, that he would gag and vomit food hei oo Bay 
would eat unlimited quantities of the food he did ees i : hd 
was five years old psychiatric treatment was advise by Ti 
mother broke the appointments after a few interviews. ba 
examiner described her as a ‘forlorn person without RA ' 
who turned to new complaints when an effort was made to eip 
her to understand her difficulties. The boy was excessively pene 
and showed no initiative. Subsequent complaints referred to on 
temper outbursts, restlessness, and gencral babyish — Roe 
he could not play with other children; that he did not hit “i 
and that even the girls chased him away. When he was ni e, 
his mother complained ‘I have to do everything for a 
food I have to give him’. Yet she would hover over him an é = 
him his lunch, give him his bath and take him back and for a 
to school, constantly complaining about his shortcomings a 
increasingly concerned about his lack of aggressiveness an 
manliness. He disliked playing with other children as ‘too rougi 
and would sit about at home reading and listening to the radio. 
He had no freedom of play or self-expression. Any attempt at 
activity was interfered with as dirtying the apartment and spiting 
his mother or grandmother. His behavior at school was always 
‘model’ and the academic achievement was adequate. 


When about twelve years old, coinciding with the beginning 
of puberal development, a new series of symptoms developed. He 
became more and more concerned about being ‘good’ and became 
afraid of being followed by the police for some minor misbehavior. 
At home he would spend long hours 1n the bathroom washing 
his face and body, ‘to keep the hair from growing’ as he later 
explained. He began to bleach his hair and to use cosmetics. This 
behavior finally led the mother to seek psychiatric help. Her 
concept was ‘if he only would stop washing all the time—he is 
a good boy now’. John gave long explanations in an artificially 
high pitched voice. Growing hair was like becoming an animal; 
if God had let him come into the world as a male, he would at 
least try to keep his body ‘clean’, he would much rather be a 
girl. His interest was in reading books on ancient history and 
geology. He certainly would have no dealings with other young 
boys and their dirty habits. He also spoke of having to do ‘certain 


things’ to get free from ‘them’ and ‘to get away from mother’s 
apron strings’. 


Family Frame: The mother was of Russian Jewish 


descent. 
She was sixteen years old when she came alone to America to 
join a married sister. The life in the sister’s home was, she said, 


the only happiness she ever knew. After thirty years in America, 
she still was as foreign as a recently arrived immigrant. She felt 
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abused by her family who had deprived her of the right and 
freedom to live her own life. When she was twenty she married 
a man fourteen years her senior whom she did not love. He was 
a friend of the family and had come to the aid of various members 
of the family when they had been in financial difficulties. She 
always felt that he had bought her in a sense and she resented 
the basis of their marriage. There was constant quarreling and 
friction between husband and wife; the tension was increased by 
the presence of one or more relatives in the household. The 
maternal grandmother lived with them until her death when 
John was eleven years old as did a maiden sister of the mother. 
There was bitter antagonism between the mother and her own 
mother and the husband would side with the old woman against 
his wife. There were constant clashes between John and his 
grandmother who nagged him and criticized the mother’s way of 
handling him. As a young child, John was afraid that the grand- 
mother would touch and disturb his toys. As he grew older he 
became more and more defiant toward her so that the mother would 
not trust them alone together. After the grandmother had died 
of cancer a brother of the father moved in, also suffering from 
cancer. After his death, a room became finally available for the 
thirteen year old boy who had thus far slept in his parents’ room, 
He was now afraid of this room because so many people had died 
in it. The apartment was not only overcrowded with people but 
also filled with fine furniture, precious family possessions, which 
the child was not allowed to touch. 


The father took little or no interest in the boy. He displayed 
the attitude that he was something the mother had wanted but 
he reserved the right to blame her for her way of handling the 
boy. He was aware of his wife’s excessive concern. When a summer 
camp was suggested when the boy was nine years old his remark 
was that his wife would go crazy if the boy were away. When 
the boy’s washing compulsion interfered with his own needs, the 
father began to punish and beat him for constantly occupying 
the bathroom with little or no awareness of the disturbed mental 


State of the boy. 


Comment: The prominent feature in this history is the 
mother’s overpowering and anxious preoccupation with problems 
of bodily health and her complete disregard for the disastrous 
course of her son’s emotional and personality development. She 
had wanted a child as something that was to be her own and thus 
compensate for her unhappy marriage and the unrespected and 
abused position in her own family. Her concept of a child was 
that of a concrete possession for herself with no inkling or regard 
for his basic needs, that he is to grow up into an independent and 
self-reliant new individual. No child could have satisfied this 
desire. She centered her disappointment on the unalterable fact 
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that the child to whom she had given birth was a boy and = 
a girl who, she had hoped, would be a more permanent preson: 
Throughout the boy’s life, she openly expressed her dissa ist ee 
with his sex and continuously voiced her disapproval of any s gns 
of his real self. The boy’s compulsive and delusional efforts auru 8 
i adolescence to ward off the emerging signs of masculinity giv 

the impression of a pitiful and mocking gesture of canipiyieg 
with his mother’s desire that he should not be a male an 
gain at last her approval. 


Since the child was ‘wrong’, the mother found endless le 
of his abnormality and concentrated her efforts on penned 
his health. Her morbid concern generated in him fear of conta 
with normal children and their active play, and this later 
was to be bemoaned by the mother as laziness and cowardice. sue 
tried to give him as much food as possible and eventually = a 
ceeded that he liked large quantities of some foods although | 
never ate as much as the mother wanted to force on him. Obesity 
was the inevitable result of the inactivity and overfeeding. i 
excess weight in itself would not have been of concern to ia 
mother, at least not during the early years, had it not been labellec 
as a sign of ‘abnormal glands’. It is at this point that boing 
medical concepts added to the mother’s confusion. In order to So, 
for her child what her anxiety and dissatisfaction drove her to do, 
she had to keep him under close watch, keep him from dangerous 
activities and stuff him with food, thus making and keeping him 
fat. In order to prove that he was ‘normal’, that he did not suiter 
from assumed endocrine disturbances, she was told to withhold foot 
from him, make him thin and independent, and thus lose him. 
The need to keep him closely tied and to overcompensate for her 
basic dissatisfaction proved the stronger impulse and the boy 
remained fat. It was the obesity which originally led her to the 


clinic and it remained the chief reason for continuous contact 
for more than eleven years. 


OBESITY IN CHILDHOOD 


This boy was one of a group of more than two hundred obese 
children, both boys and girls, who have been studied in the Pediatric 
Department of the Vanderbilt Clinic during the past ten years. Many 
features in this case may be considered typical although the emotional 


disturbance is unusually severe and schizophrenic development has 
occurred in only a few instances. 


The interrelation of physical and 
be particularly evident in obesity. The 
practically always present, though in var 


psychological factors seems to 
leading symptoms which are 
ying degrees in different ind- 
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ividuals, are excessive intake of food and decreased muscular activity. 
These symptoms may be interpreted as physiologic disorders pointing 
to disturbances in the weight regulation mechanism, probably in the 
vegetative center of the midbrain. The resulting excessive accumulation 
of fat tissue is an obvious somatic anomaly and is accompanied by a 
variety of metabolic disturbances. The same symptoms, overeating 
and inactivity, may also be looked upon as an expression of disturbed 
behavior and difficulties in personal adjustment. 


The life histories of obese children reveal with great regularity the 
pressure of situational factors which contribute to the exaggerated 
desire for food and which lead at the same time to a fearful avoidance 
of muscular activities and social contacts. The home environment 
fails to offer emotional sccurity and respect for the individuality of a 
child who grows obese. The offering and receiving of food is endowed 
with an exaggerated emotional value in the precarious relationship 
between mother and child. Food comes to stand for love, security, and 
satisfaction, and excessive eating is frequently used to combat anxiety. 


A detailed inquiry into the family constellation has revealed certain 
features with such regularity that they may well be considered character- 
istic. Many of the fathers were found to be weak and submissive people 
unable to give positive and manly guidance. Some of them were 
successful in their work but played a subordinate role in the family, 
or they were absent from the home on account of their work or, in a 
few instances, because of separation or death. With a few exceptions 
the mothers had the dominant influence on the children. In the 
mothers, an overt display of overanxious solicitude and_protectiveness 
barely covered an underlying attitude of resentment against and dis- 
appointment with the child. To many mothers, the offering of food re- 
presented the only way of expressing a semblance of affection and devo- 
tion. Many mothers had suffered from great poverty and insecurity in 
their childhood and they resented that they had been thrown upon their 
own resources too early in life. They had reacted to their experience 
with self-pity and had been blocked in their emotional maturation. There 
was a primitive wish to create for their children a life of ease and luxury 
of which they themselves had felt deprived. At the same time, they hated 


1 These observations were made on clinic patients. The situation seems to be 
slightly different in obese children coming for private consultations, that is, children 
of financially more successful parents. The degree of obesity among the well-to-do 
children is less severe. The fathers in these families were found repeatedly to be 
dominant in the family relationships but they had rejected the obese child and would 
use the existence of obesity, even of mild degree, as one more cause for rejection. 
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the burden which the continuous ministering to a child's need and wishes 
implied. The ambivalent attitude expressed itself in overprotection and 
excessive feeding coupled with unreasonable and cruel discipline. ‘Their 
anxious concern and apprehension colored for the child all normal 
desires for outgoing activitics with the meaning of danger, threat, and 
insecurity. 


The occurrence of excessive intake of food and avoidance of 
muscular activities becomes understandable under these circumstances. 
Yet the environmental influences do not in themselves explain why 
a child grows obese. Obesity is to be considered the somatic expression 
of the child’s response to these influences. Normally as a child grows 
older he gradually assumes responsibility and finds satisfaction through 
widening personal contacts and expression of his creative faculties. 
This development is grossly disturbed in the obese child. One may 
consider as his basic weakness that he does not rebel against excessive 
feeding and prolonged overprotection. He accepts them because his 
fundamental attitude toward the environment remains demanding and 


he is unwilling to give up the satisfaction and safety of infancy. He 
does not conform to the changes w 


hich growing-up implies. It is as 
if he sells his birthrig 


ht of becoming an independent and mature person 
for the continued abundance of nourishment and protection. 


Obese children often give the impression of being submissive and 


non-aggressive. Yet in his basic attitudes the obese child is not passively 


resigned; he makes his claims and does not tolerate his demands’ 
remaining unsatisfied. As long as his demands tally with his mother’s 
need of offering food and services lavishly there is a certain balance 
in the mother-child relationship in which food represents an important 


emotional tie. It is a precarious balance, however, contrary to the 
natural process of biological and emotional maturation. 


Sooner or later the child m 


self as an individual in relati 
entry into school re 
for whi 


ust meet social demands and assert 
on to other children. Quite often the 
presents the first contact with the outside world, 


him 


: 1 nvolved in social adjustment 
increases with age. The child exposed to rejection, ridiculed as fat and. 
unable to hold his own, resorts to overeating anes he finds food a 
never failing source of comfort and satisfaction, Not infrequently the 
development of a severe degree of obesity occurs after entry into school. 
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In overeating the obese child finds an outlet for his aggressive and 
hostile feelings. It is the weapon with which he meets traumatic exper- 
iences—failure and disappointment. 


Yet, not only external influences disturb the peace in the relation- 
ship between the mother and her obese child. He progressively increases 
his demands and always wants immediate satisfaction. ‘Gimme, gimme, 
gimme, is all I ever hear from him’, complained one mother. Another 
described the demanding attitude of her son: ‘If he wants something 
he wants it badly. Whatever he sees other boys have he wants too. He 
wants it as badly and cries for it like a baby for his bottle’. Both these 
boys were eleven years old. In other respects they were perfect examples 
of quiet submissive behavior. They were polite, would not talk back, 
were unable to defend themselves against the heckling and attacks of 
other boys, and did not protest against persistent maternal protection. 


Even if complete satisfaction of increasing wants can be secured, 
the child’s innate power for growth and maturity cannot be indefinitely 
Suppressed. The obese child may fight the continued infantilization and 
make an effort to assert himself. His weapons for the struggle are 
inadequate: He uses temper tantrums, crying spells, and stubborn 
sulkiness. In relation to schoolmates, he may attempt to attract attention 
by boisterous behavior, clowning, and talkativeness; or, he may become 
bossy and aggressive against younger and weaker children. The 
exaggerated bodily size, which belies the immature and babyish be- 
havior of the obese child and goes counter to all attempts to keep a child 
small and dependent, seems to hold for him an emotional significance. 
In his insecure and unstable relation to his surroundings, physical size 
seems to give him a certain feeling of safety, power, and strength. 
The heavy layer of fat acts like a wall behind which he seeks protection 
against a threatening outside world. Obese children, even if they 
suffer from being conspicuously fat, show marked resistance against 
weight reduction not only because they find it difficult to reduce their 
food intake but also because they fear becoming ‘skinny and weak’, 


A few words need to be said about the endocrinologic aspects of 
obesity. The concept that obesity is an expression of endocrine dys- 
function is so widely held that a question about ‘the glands’ is raised 
in practically every case. Conclusive evidence against the existence 
of hypothyroidism and hypopituitarism, the two conditions most fre- 
quently blamed as causing childhood obesity, is the fact that the processes 
of growth and maturation are advanced, not retarded, in obese children. 
Obese children are usually taller than their age peers; they tend to 
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have early puberty and to stop growing at a younger age. It must be 
emphasized that the occurrence of normal or even early spontancous 
puberty hes been observed in a large group of obese children, both boys 
and girls. In many of these an ‘endocrine diagnosis’ had been made 
and sexual maldevelopment had been predicted.? The concept that obesity 
in a child, particularly in a boy, foreshadows abnormal or delayed 
puberty development is widely held and firmly rooted, and many 
physicians continue to make this sinister pronouncement in spite of the 
overwhelming evidence to the contrary. A course of injections of some 
endocrine product is often advised to forestall this evil fate. Psycholog- 
ically it may be of great harm and further aggravate the already severe 
personality and adjustment problems by focusing even more attention on 
the physical aspects and by creating the impression that an essential physi- 
ological deficiency exists. It is not uncommon that an overweight young- 
ster gains rapidly after he has been frightened with the spectre of abnor- 
mal sexual development. The increasing obesity only seems to confirm 
the prophecy. In other instances the repeated injections and the ac- 
companying discomfort may foster the overdependence of the child and 
increase the overprotective tendencies of the mother. Thus it may 
occur that a child becomes increasingly more obese while receiving 
the very injections which are supposed to cure him. 


The tenacity with which the erroneous concept of delayed devel- 
opment persists and the eagerness with which obese patients clamor for 
endocrine treatment can be understood on the basis of the psychological 
factors. The fat person’s attitude toward life is passive and demanding 
and a treatment that promises change without effort on his part 
fulfills his desire that things be done for him. The passive dependent 
attitude is an expression of the immaturity of his personality and 
adjustment. It seems to me that this delay in emotional maturity and 
over-dependent behavior is erroneously interpreted as expression of a 


Once the spectre of sexual maldevelop- 
xceedingly difficult to convince mothers 


2 These observations were made on 
in mentally defective obese children 
there evidence of an intracranial tumor. 


children of normal intelligence. The problems 
are different. In no case of this group was 
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Treatment of obesity is a simple problem if approached from the 
physiological point of view of energy intake and output. To whatever 
grotesque extent a person has accumulated fat deposits, he can lose 
them at a predictable rate if the food intake is proportionately reduced. 
Clinical experience shows that fat patients, particularly obese children 
and their parents, offer strong resistance against a reducing regime and 
against any suggested change in the personal relationships. Whether 
or not an obese child will be successful in losing the excess weight 
depends largely on the ability and willingness of a mother to let him 
truly grow up and on the extent to which the child can be helped 
to achieve self reliance and personal independence. 


This detailed discussion of obesity has been given as an example 
of the psychosomatic approach to a disorder which on first impression 
seems to be so obviously the result of physical causes. The following 
brief histories of children with various disorders are intended to illust- 
rate different modes of interaction between physiological and psycho- 
logical factors. 

UNDERNUTRITION 


The problems encountered in undernutrition are similar to those 
in obesity in so far as an exogenous substance, food, is of importance 
for the somatic changes and as a center of the underlying emotional 
conflicts. Mild forms of anorexia are one of the most common com- 
plaints in pediatric practice. The importance of psychological factors 
in the development of poor appetite and feeding disorder has been 
recognized for a long time. Pediatricians are familiar with the anxieties 
and confusion of the young couple who face the new task of feeding 
and caring for their first child. This anxiety, born of inexperience 
and overzealousness, normally yields to reassurance and instruction. 
If, however, a mother’s neurotic conflicts enter into the handling of 
the child, endless feeding difficulties are encountered, and malnu- 
trition of such severity may result that it resembles the symptoms 
observed in infants where some anomaly of the digestive function has 
been responsible for the disturbance. 


Case Report 


The mother of a ten months old girl was frantic about the 
child’s refusal to eat, particularly any new food. The infant had 
presented feeding difficulties since birth and had not gained since 
the age of eight months. The mother had consulted many physi- 
cians and had received a number of recommendations, varying 


70 


HILDE BRUCH 


from a prescription for conscientious neglect to one that — 

= s saie: pain are G3 2 4 iti 10L to 
forcible feeding, generally reinforced with the admonition 1 
worry so much. 


This young woman was exceedingly tense and suffered from 
anxiety reactions in other life situations. The pregnancy had A 
planned, as a matier of fact mosi specilically planned, atter sexcia 
years of marriage, in order to keep her husband away from military 
service. She was very dependent on her husband but at the gored 
time she completely dominated him. She had married on ee 
rebound from another love affair a man who was rather immature 
and dependent, without initiative or ambition. She set gue to 
make him into somebody, proceeding in a very systematic way. 
She insisted that he acquire special training and forced him to e 
necessary studying. She was also very enterprising in finding Jol & 
for him in his new work and aggressively insisted on changes 
of jobs with gradual increases in position and salary. Throughout 
these years she was herself most capable and efficient in her 
own work and had decided not to have children until a well 
specified financial security had been attained. The outbreak of p 
war subjected her husband to draft; this in turn threatened a 
her plans and having a baby seemed the way to keep her husban 
at home. Contrary to her expectations, instead of one baby a 
bore twins. With her usual encrgy she decided to do a perfect job r 
rearing her children and found comfort in the fact that she ‘would 
not have to go through the ordeal of another delivery since she 
had got what she wanted eventually—a boy and a girl. The boy 
was the larger and stronger of the two at birth and ate well from 
the beginning. She set out to make the girl just as strong and 
healthy, using every trick and device she either knew or had heard 
of to make the girl take as much food as her twin brother. The 
more frantic her efforts, the greater the infant's resistance against 
feeding, so that the food intake was reduced to a subsistence 
minimum. Any advice to the mother to be less tense in the feeding 


situation was in vain. It was her responsibility and hers alone to 
make the child eat. 


This frantic circle was interrupted when she came to an 
understanding of her own role, a problem which could be worked 
out only against the background of her development. She was one 
of the younger children in a large family and had grown up in 
dismal poverty. The only hope for success rested on her own 
efforts and achievements. The observations in her own home had 
impressed her with the unending hardship and drudgery with 
respect to motherhood and had created a feeling that a woman 
n individuality once she became 
oan understanding of her resent- 
ccording to her concepts and after 
no need for so much compulsive 
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effort, she was able te give up the complete, overpowering control 
of her child’s food intake. Within a very short period thereafter, 
the child acquired cating habits appropriate to her age and made 
up her weight deficit, although she continued to be smaller and 
eat less than her twin brother. 


Comment: The feeding difficultics in this case were so longstanding 
and severe that hospital observation had been contemplated. There was 
a delay for an extraneous reason. By the time that hospitalization was 
feasible the child had begun to cat and was progressing satisfactorily. 
It is therefore not known whether some disturbance of the digestive 
function had been associated with the long lasting nutritional disorder. 


Careful investigation of the digestive juices and enzymes of infants 
and children with chronic feeding disorders often reveals specific 
deficiencies in the intestinal secretion which in turn leads to intolerance 
of the one or other food stuff. Recognition of such possible organic 
factors and appropriate treatment and dietary changes are of importance 
to prevent such dysfunctions from becoming a focus of undue concern 
and thus interfering with normal physical and emotional development. 


COLITIS 


Next to feeding difficulties stand disturbances of digestion and 
bowel function in a mother’s concern about the health of her child. 
Increased peristalsis and diarrhea are well known to occur in states 
of anxious apprehension and emotional upset. Infants and children 
are particularly apt to react with intestinal disturbances; a stomachache 
is for many children a legitimate excuse to avoid unpleasant situations. 
Persistence of such complaints, particularly if associated with frequent 
loose stools, suggest the presence of some abdominal disorder or 
intestinal infection which needs careful investigation. The following 
case is intended to illustrate that such symptoms may occur over a 
long period in a setting of emotional tension and unrest. 


Case Report 


A two-and-a-quarter year old boy was brought for examination 
because he had suffered from diarrhea for seven months. ‘The 
mother was very circumstantial in describing the appcsrance and 
quality of the stools. At first they were watery; then they became 
very foul-smelling and very large; sometimes they contained mucus 
and finally they had become black and tarry. The bowel movements 
occurred only at night, four or five times during the early morning 
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hours, and were accompanied by ‘terrific pains and cramps’. The 
child’s illness had been considered to be so serious that it had 
led first to an emergency furlough for the father and then to his 
discharge from the army. 


The parents had consulted several physicians and specialists 
and at one occasion the bowcls had been found badly inflamed, 
the mother said. At later examinations no abnormality of the 
rectum could be demonstrated. After the diarrhea had persisted 
for five months, hospital observation was advised. Extensive 
examination of the gastrointestinal tract failed to disclose an 
organic reason for the frequent movements. During the ten day 
stay the stools were normal and the boy ate the regular children’s 
diet. During the night following his discharge the symptoms 
reappeared with full force and continued so severe that the parents 
took the boy to another hospital. On examination he was found 
to be well developed and nourished, restless and over-active. There 
were no signs of organic illness. 


The boy was an only child born after two years of marriage 
as the result of a planned pregnancy which had not been entirely 
‘wanted’ but which had been prescribed as a cure for the mother’s 
sexual difficulties (dyspareunia). She remarked: ‘He would not 
be born if the doctor had not told my husband. I was fooled, 
but when I found myself pregnant I wanted the baby’. Throughout 
the pregnancy she complained of palpitation and vomiting. The 
delivery was normal; the baby was well developed and weighed 
eight pounds. The mother did not nurse him because she found 
it too painful. She described the early feeding as difficult with 
frequent vomiting, but the boy gained regularly and always looked 
well. Bowel movements were constipated until he became sick. 


The mother had always been tense and inconsistent in her 
handling of the child. Excessive indulgence alternated with shouting 
and slapping. The child’s relationship was more secure with the 
father and he showed greater fondness for him even as an infant. 
The symptoms developed after the father, who had been inducted 
into the army a few months previously, Spent a two weeks furlough 
with his family. After the father left, the child refused to eat 
for four days and then the diarrhea began. The mother was greatly 
disturbed over her husband’s leaving and centered all her emotional 
tension on the child and had him sleep with her. She raised 


The mother was a ve neurotic w g i 
temper outbursts, full of selE-pity and any Aa a soba 
ing about all her pains and suffering. She expressed violent hatred 
against her in-laws who had been against the marriage “Her 
attitude toward her child was colored by this hatred. She inter- 
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preted every undesirable trait, his temper outbursts and stubborn- 
ness, as a sign that he was ‘like them’ and she tried to break these 
bad habits by unreasonable punishment. 


The mother became somewhat more relaxed in her handling 
of the child after several conferences. She did finally let him 
sleep in his crib. The number of bowel movements decreased 
at once but she continued to complain: ‘He still is not well— 
he had two movements yesterday’. 


Comment: There seems to be little doubt that the diarrhea was 
of a functional nature and represented the child’s reaction to the 
enforced closeness to his mother who alternated in her attitude between 
frank rejection and overanxious display of affection. 


Case Report 


The following report of a case of ulcerative colitis in an 
eighteen year old boy will serve as an example of an unequivocally 
organic condition and its relationship to emotional factors. The 
boy had been sick for seven years. His weight was less than when 
he had become sick, he had grown very little and puberty had 
not occurred. Illness had necessitated numerous hospital admis- 
sions for observation and blood transfusions. During the last few 
years he had been bedridden and he no longer controlled his 
frequent bowel movements which were unformed and contained 


mucus and blood. 


The boy was the oldest of three children. His sixteen year 
old sister and seven year old brother were healthy and well devel- 
oped. He had always been very strongly attached to his mother 
who spoke of herself as completely wrapped up in him. The father 
described it: ‘When he could not smell his mother, he would 
cry his head off, and nobody else could quict him’. The boy’s 
objection to a separation from his mother was so forcible that 
the second child, two years younger, was born at home because 
the mother feared it would upset the boy too much if she went to 
a hospital. The first symptoms of colitis appeared when the 
mother was pregnant with her third child. He was worried about 
the pregnancy—‘that he would not get enough money when they 
had another child. He was very upset during the mother’s absence 
for the delivery and his symptoms became worse. 


There had been no unusual friction in his relation with his 
sister and brother, but he was excecdingly jealous as far as money 
was concerned. Whenever the other children went to the movies 
or got new clothes he claimed the same amount for himself and 
would remind his parents ‘you owe me monéy for the movies’. 
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His greatest concern about his sickness was the expense and that 
it kept him from earning money. He had always kept track of the 
family expenses and was anxious that the parents save money. 


He was an intelligent boy and had been very ambitious. He 
graduated from grammar school when only twelve-and-a-half and 
was very proud that he was the smallest and the smartest in his 
class. He would cry if he was not the best in everything and was 
always anxious to be praised for his excellence. He had wanted 
to go through high school but had to discontinue on account of 
his illness. He had very few friends even before he became sick. 
He considered children his own age to be ‘silly’ and preferred 
‘intelligent’ communication with grown-ups. He was very critical 
of other children and brutally frank about it. 


In spite of the increasing invalidism he more or less controlled 
the household. When he was in the hospital he would punish his 
parents by crying if they were a few minutes late at visiting time. 
At home his mother pushed him around in a baby carriage to 
take him along on her errands. He had given up walking less from 
weakness than from fear. He would become tense and was afraid 
of falling. His mother would take him into her arms and carry 
him around like a baby. The parents felt that the long illness 
had not changed him, and the mother was quite pleased with 
his affectionate disposition! If he were only well they would not 
want him different. To the parents the only sign of unusual 
emotional development was an episode when he was sixteen when 
‘he went out of his little mind’. During one night he got up 
shouting: ‘Look at me—look at me—I am well’ and he showed off 
as if he were strong and big. He was confused and seemed to 
believe that his father was to die in payment for his getting well. 
The mother had made plans for the future of the whole family, 
around the boy’s illness and her main topic was that there was 


no need to worry, that there would always be someone to take 
care of him. 


Comment: The history of this boy is characterized by strong 


obsessive tendencies, perfectionism, and anxious dependence on his 
mother. These traits had been encouraged by the parents, or at 
least they had not been recognized as abnormal. He began to suffer 
from ulcerative colitis at the age of eleven when his mother was 
pregnant with her third child. He was worried about the coming 
child for fear that privileges would be taken away from him. His 
continued sickness interfered with his physical growth and maturation 
and gradually made him a complete invalid. It served to keep him 


in the position of a helpless child who could continue to claim 
his mother’s complete attention. 
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CONGENITAL DEFECT. 


Thus far we have considered problems of children who had 
been born with the potential for normal growth and development. 
Under the conditions of their upbringing and emotional experiences, 
they had acquired faulty habits or functional disturbances which had 
resulted in bodily abnormalities, or they had acquired an illness 
which had interfered with their growth and total development. If 
a child is born with a defect, the parents and the child have to make 
specially difficult adjustments. The emotional problems in adjustment 
and acceptance of a child with mental defect or low intelligence 
could be discussed in this context, or the problem of the child who 
is handicapped in his normal activities by a congenital heart disease, 
hemophilia, or impaired vision and hearing, etc. In all such cases 
the very existence of the defect can become the center of emotional 
difficulties. The following cases are intended to show how in ind- 
ividual situations difficulties arise out of the interaction of the limit- 
ations imposed by the defect with emotional problems. 


Case Report 


A ten year old boy was brought for consultation with the 
question as to whether his school difficulties could have anything 
to do with his short stature. He attended a special class in a private 
school for difficult children where he was almost the oldest but 
the smallest child. His intelligence was excellent. He rated 158 
on the Stanford-Binet scale but thus far he had not learned to read 
and was not interested in learning. He became tense and nervous 
if anything was expected of him and would sulk and cry in the 
face of a new assignment. He was usually quiet and dreamy but 
would get into violent fights on the slighest provocation, partic- 
ularly with the children taller than himself. His relationship to 


small children was good. 


The mother herself was very short, less than five fect, and 
in giving the information, she tended to explain all the difficulties 
as due to his small size since she had suffered so much from being 
short. In talking about the boy who was her only child, she would 
add a ‘like me’ or ‘like his father’ to whatever trait she mentioned. 
The mother was inclined to make light of the emotional significance 
of such events as the father’s desertion when the boy was six years 
old and which had made it necessary to leave him in the care of 


neighbors while the mother went out for work. 

There was no doubt that the boy was short and that he looked 
like a seven or eight year old. There were no signs of hypo- 
thyroidism. His readiness to fight any boy bigger than himself 


retardation of developme 
order. Increase in the a 
toms. Thyroid is often 
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may be understood as an effort to prove himself in spite of his 
small size. His indifference toward learning and his unspontancous 
behavior, however, seemed much more related to the mother i 
attitude of never looking upon him as a separate, new mdividon 
who would react in his own way to life experiences. She apparently 
saw her son only as a reflection of herself and his father. 


Case Rebort 


Problems of a similar nature were presented by a, five year 
old boy who had been known to suffer from congenital po 
thyroidism. He had been under treatment since infancy and Re 
physical progress had been satisfactory. Locomotor AADI h 
had been slow and his gait became awkward when he was not ta ing 
thyroid. When he was two years old he looked alert and intelligen 


but was so negativistic that no appraisal of his mental capacity 
could be made. 


The child was examined at irregular intervals. When be 
was four years old, the mother brought him back because he ha 
become so unmanageable and anti-social that she could not cope 
with him. After having become continent, he had recently begun 
to soil himself. The association of this lapse into incontinence 
with uncontrollable behavior was interpreted as an indication oO 
mental defect in consequence of inadequate thyroid treatment. 
While the patient was under observation in the hospital, the 
amount of thyroid was increased. It soon became clear that the 
boy’s behavior became worse with the increasing doses. Since his 
physical development was satisfactory after a short period without 
thyroid, he was continued on the lowest dose which prevented 
somatic symptoms of hypothyroidism. His intelligence quotient at 
this time was 80. 

During the next 


year his behavior was less troublesome, and 
he was well adjusted 


in kindergarten. When he was five-and-a- 
half years old he again became aggressive and destructive, and 
the mother came for help when he set the apartment on fire: 


Investigation of the family background revealed that he had been 
exposed to unusual tension and strife b 


Comment: The case is particularly instructive because it dem- 


making a clear distinction between possible 
nt due to hypothyroidism and emotional dis- 
mount of thyroid produced more severe symp- 
used in an attempt to improve poor mental 


I 
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development. The observations in this and other cases of hypo- 
thyroidism demonstrate that excessive doses, though not sufficient to 
produce toxic somatic symptoms, can give rise to disorders of behavior. 


DISCUSSION 

This presentation of the psychosomatic approach has been limited 
to a few disorders which appear to be characteristic of childhood. 
Disturbances in the pattern of growth and their connection with 
an abnormal emotional tie to the mother as a reaction to the family 
constellation have been emphasized. Observations on juvenile obesity’ 
have been used in some detail to illustrate the interrelation 
between physiological and psychological factors. Obesity and its 
counterpart, anorexia with malnutrition, offer the opportunity to show 
that excessive ingestion or abnormal refusal of an extrancous substance, 
food, is directly responsible for the somatic changes and at the same 
time the center of the emotional conflict. In the abstract case these 
conditions are reversible if the food intake can be made normal. In 
actual management it is found that severe feeding disorders offer almost 
insurmountable obstacles since the use of food as a mode of emotional 
expression frequently goes back to the earliest emotional experiences 
and thus has become a virtually intrinsic part of the total reaction 
pattern. 

A somewhat different relation between emotional and organic 
changes seems to exist in those disorders in which more or less irrevers- 
ible changes have taken place and in which the disturbed function 
persists independently of external events. A case of ulcerative colitis 
has been presented as an example of this kind. Although there was 
a striking chronological coincidence in the development of the patient’s 
organic illness with a life event which represented a threat to his 
emotional security, it is hard to see how the emotional factors per se 
could have caused the physical changes. However, similar concomitant 
events have been unearthed in other cases of ulcerative colitis with 
such regularity that one is forced to consider them to be more than 
accidental factors. One finds also great similarity in the character 
traits and family constellation in other instances of this disorder; one 
particularly conspicuous element is the clinging dependence upon the 
mother which is quite different from the aggressively demanding at- 
titude of the dependent fat child. 

Similar time relations between an emotionally upsetting experience 
and the first appearance or exacerbation of symptoms have been 
observed in a variety of other organic illness such as diabetes mellitus, 
hyperthyroidism, chorea, asthma, etc. It is the goal of further systematic. 
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investigations in the field of psychosomatic medicine to delineate the 
characteristic personality features and the specific aspects of the fam- 
ily background in the different disorders with the goal of integrating 
psychotherapy with the medical treatment. 
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ating Difficulties in Children, 


A NEW TOOL IN PSYCHOTHERAPY 
WITH ADOLESCENTS 


By CAROLINE B. ZACHRY * 


It is my belief, based on experience, that adolescence is a period 
that presents certain definite advantages from the standpoint of psycho- 
therapy. If the therapist understands the problems peculiar to this 
age, if furthermore he utilizes the school environment as an aid in treat- 
ment, he may assist his patient through what is undoubtedly the most 
critical period of human life. This is a time of unusual conflict and 
Strain, but one in which there is a conscious recognition of conflict. 
Under the pressure of anxicties arising from what seem to him the 
imminent demands of adulthood, and from the fact that physical 
development is bringing wholly new sensations and emotions, the 
adolescent (boy or girl) becomes introspective. He is preoccupied with 
himself, with his own emotions, his relations with other people, his 
Capacities and interests. He is also possessed of an irresistible urge 
toward independence, an impulse to throw off adult authority and 
to stand on his own fect. Unable to achieve complete independence, 
however, he is vacillating, and when he seeks guidance, naturally turns: 
to some adult not his parent, who is associated in his mind with earlier 
dependence. 


For these reasons the adolescent is naturally ready tor therapy. Often 
he might voluntarily seek assistance; that he usually does not do so is 
the result not of his own feeling in the matter, but of the urging of his 
Parents, from whom he is secking to free himself. When this resistance 
has been overcédme he sens°s a profound relief from unburdening his 


mind to the therapist. The transference he establishes fulfills not only 
ising from his particular level of 


a Si 
personal need, but also a need ari 
maturity. Of course the fact that the adolescent possesses some ability 
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for self-assertion means that the therapist is less dependent on the co- 


operation of the parents than he would be in the case of the younger 
child. 


GENERAL PRINCIPLES OF PSYCHOTHERAPY 
WITH ADOLESCENTS 


At the outset of this discussion of certain underlying principles 
of psycho-therapy for adolescents I should like to emphasize the necessity 
of avoiding uniformity in the use of techniques. These have been 
developed with a high degree of objectivity, and in sufficient variation 
and multiplicity to be adaptable to widely varying types of personality— 
yet we are dealing here with the human factor, and the human factor 
at the present time remains to some extent illusive, unpredictable,— 
it may remain so forever. Furthermore, in this instance two personalities 
are involved, that of the therapist and that of his patient. A procedure 
that one therapist might apply with success might fail completely when 
used by another with the same patient: refinements of technique remain 


an individual matter. The basic principles set forth here should serve 
only as a general guide. 


In Successfully treating adolescents it is necessary (1) to under- 
stand the emotional make-up peculiar to this sta 
(2) to deal skillfully with the adolescent's parents w 
present a specialized problem, (3) 
therapeutic tool. It is with the thir 
concerned. 


ge of development, 
ho almost invariably 
to use the secondary school as a 
d task that this article is chiefly 


Adolescence is indeed the most conflictful period of human life, 
and failure to reco 


gnize this fact is responsible for many errors in 
diagnosis by the therapist. For behavior that would be symptomatic 
of an abnormal condition in an adult patient is thoroughly normal 
in an adolescent, to whose characteristic stresses are added unusual and 
heavy environmental pressures. The conflicts of the adolescent derive 
from his ‘betweenness’, from the fact that a resistless forward movement 
in growth is countering the urge to remain a child, the fear that one 
may remain a child. This conflict centers about certain definite points. 
There is the need for self-assertion, the need to form judgments and 
act irrespective of the opinions of others. There is the need to prove 
bodily competence: with the boy physical Strength and skill are of 
fundamental importance, with the girl the emphasis is on beauty and 
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attractiveness. The third need is to prove adulthood through achieving 
economic independence; the adolescent feels he has to establish himself 
professionally and to'be sure of advancement. The fourth need is to 
make a place for himself with the opposite sex, to be sure of successful 
marriage and the founding of a family. Finally, the adolescent must 
take an active place in society; he must contribute to its life. There 
is an unusual intensity in the drives of the adolescent; the idealism 
of childhood, which still pervades his thinking, forces him to seek 
perfection, both in himself and in the world. And these idealistic 
yearnings make the acceptance of reality, necessitated by growing 
maturity, extremely difficult, in some instances almost overwhelming. 


The disturbed adolescent has been unable to meet these funda- 
mental needs, and the task of the therapist is to assist him to do so. 
Therapeutic techniques are geared to the fact that he is in an inter- 
mediate stage of growth, that he is neither man nor child, but both. 
As he is usually sent to the therapist by his parent—on the advice of 
the family physician—or, gccasionally, by his teacher, he approaches 
the therapist in a hostile frame of mind; he tends to identify the 
latter with the authority from which he has been seeking to free 
himself, For this reason the practitioner will devote his undivided 
attention to showing his patient very clearly, though of course subtly, 
that he is standing with him, that he accepts him, regardless of what 


acts have been committed, regardless of what others may say or think 


ot hi , ist i readil 
f him. In this way, transference to the therapist is often readily 


achieved, since it meets a deeply felt need. ‘However, it is necessary 
for the therapist to play a more active role than he would in the 
case of an adult, since if he does not do so, the patient may be tempted 
to act out in reality much of what he has been thinking and hence 
be Precipitated, for instance, into a precocious scx experience. 


This dual position governs the therapist in relation to al decisions 

at are to be made by the adolescent relative to his life. On the 
one hand, he proceeds on the general assumption that the boy or 
Sirl can form judgments independently. He does not show disapproval 
of any course of action proposed, no matter how unwise or even 
foolhardy it may be; his goal, of course, is to help his patient to gain 
the necessary insight that will cause him voluntarily to relinquish 
the undesirable behavior. However, with certain adolescents it might 
€ quite clear to the therapist that.a particular course of action would 
Prove utterly devastating, that it would in fact block possibilities 
of future adjustment. I recall, for example, a patient, a sensitive and 
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high strung young girl who, owing to the insistence of an older man, 
and motivated by an urge to prove herself sexually, had decided 
to have relations with him. It was evident to me that because of the 
background and personality of this girl, the step would probably 
prevent the possibility of future sexual adjustment. While I realize 
that my position in this matter is not wholly in accord with generally 
accepted theory, and while I am sure there are many therapists who 
would not agree with me, I am convinced that in these cases the 
therapist has no choice but to take control of the situation. 


Similarly the adolescent is usually expected to make his own 
vocational plans. But some patients may be so deprived emotionally 
that there is definite therapeutic value in having the practitioner find 
temporary or even permanent work for them, since such action is 
evidence of his serious concern for their welfare. And other patients 
may be so shy or withdrawn that it is advisable to help them in making 
initial vocational contacts. The important point is to recognize the 
exact moment when the patient can assume full responsibility for 
planning and acting and to give him this responsibility. 


These patients are usually in far greater conflict in relation to 
their parents than are adults. Still partially dependent, they suffer 
from an acute sense of guilt because of their hostility toward those who 
have sacrificed and suffered for them. They are deeply disturbed by 
their longing to throw off parental authority; it seems to them a 
denial of affection. The therapist needs of course to give them the 
necessary sympathy and support to establish their independence. But 
because his attention is focussed on the patient, because he is acutely 
conscious of the part the parents have had in causing suffering and 
disturbance, he sometimes tends to overlook the obligation he has to 
them also. After all they are still responsible for the adolescent; 
furthermore they are themselves often maladjusted and immature 
persons. For this reason the wisest course is to explain their position 
to the adolescent in so far as his maturity makes this possible, and 
to: assist him so to govern his behavior that he will cause them a 
minimum of suffering. The therapist should also explain the position 
oi the adolescent to the parents to the degree that they can appreciate 
it. It is usually possible for him to help them to accept the patient’s 
need for greater self-assertion, and to see that while withdrawal from 
their domination is necessary to the achievement of maturity, this 


withdrawal does not mean withdrawal from them as persons, or a lessen- 
ing of affection. 


PROBLEM OF THE ADOL 


THE USE OF THE SCHOOL IN THERAPY 


_As I have indicated, it is absolutely essential that the therapist 
avail himself of the school environment as a means of effecting the 
successful adjustment of the adolescent. For the influence of the shool 
in furthering personality development is very powerful; it is second 
only to that of the home. The relation to the teacher in school 
corresponds to the relation to the parent in the home. The relation 
to the other pupils offers the boy or girl opportunity for social 
development. And the activities of the school constitute his major 
work experience. 


It is of significance to the profession of psychotherapy that, where 
teachers have an understanding of the dynamics of human behavior, 
and where cooperation with the home is possible, adjustment may 
be effected in cases where expert therapeutic assistance is not available; 
or that assistance may even become unnecessary. An instance from 
my own teaching experience, at a time when I was also receiving 
training in the field of therapy, illustrates this. 


The problem of Marcia M ..., a fourteen-year-old in my 
seventh grade, resulted from the unevenness in the rate of physical, 
mental, and emotional development that characterizes this age 
period. Physically so small and underdeveloped that she appeared 
to be only eleven, Marcia had the mental age of a superior adult. 
She was a sensitive and responsive girl, and had friends among 
her classmates. But to some extent her association with them was 
on a superficial level only, and she and they lacked a real meeting 
ground. Because of her superior intelligence much that had 
meaning to her was beyond their comprehension and seemed 
therefore silly, while both her childish appearance and her 
emotional maturity barred her from full participation in their 
activities. 


One day, during forty minutes of a fifty-minute period 
devoted to creative writing Í observed this girl chewing her pencil 
and staring out of the window. Because of my previous knowledge 
of the girl I realized that she was not idling, but struggling to 
give expression to some feeling or idea; consequently I let her 
alone. Shortly before the end of the period she suddenly seized 
the pencil and drew the paper toward her. When the warning 
bell rang she was writing almost with desperation. At the clang 
of the final bell, she was at the end of the line, and after the other 
pupils had left she laid down her paper and remarked quickly, 
“You can read that if you want to”. The paper was soiled. In 
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one corner was a drawing of a grotesque figure of a woman, and 
in the center the girl had scrawled, without punctuation, the 
following: 


HEAVEN 


I went to church one day 

And God sat by my side 

And we laughed at the preacher 

And the people with their prayer books 
Saying prayers to a God so far away. 
‘Heaven is gold 

And the angels sing His praises 

On their harps. 

It is there that 

You and I will some day go.’ 

And God laughed and said to me, 
‘Heaven is a broad field and a brook 
And the lean scared beaten horse 

And the homeless cur will go there with Me.’ 1 


Some days later Marcia committed her first act of overt aggres- 
sion. I was called to the office of the Principal and told that some 
member of my class had thrown ink out of the window and it had 
fallen upon the suit of a passer-by. I became the outraged teacher 
now, not the student therapist. I called the class together and 
demanded to know who was responsible. Only one or two quest- 
ions had been asked when Marcia stated that she had thrown 
the ink. By this time I was viewing the situation from a different 
standpoint. Accordingly I said little and later had a private talk 
with Marcia. Her answer to my question as to why she had done 
this revealed a high degree of insight, also a keen sense of social 
responsibility. “Ive never been bad”, she said, “I wanted to 
know what it felt like”. And after a time she added, “I don’t know 
how you could punish me . . . I’ve been saving money to buy a 
dog. I could give that to the man to have his suit cleaned”. 


_ The girl was helped in various ways to make a place for herself 
in the class. Editorship of a class magazine gave her the op- 
portunity to exercise her real literary talent in a way that both 
gave her emotional release and enabled her to establish herself 
with her fellow students because of the real contribution she could 
make to their work. The responsibility of this position provided 
the incentive to her to struggle with problems of punctuation and 
of form. I was able to organize after-school activities which 
included pupils of more than one grade, and in which Marcia 
took part. I talked her problem over with her parents, who were 


1 Creative Youth, ed. Hughes Mearns. Doubleday Doran & Co., N. Y., 1925. 
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very understanding; they were extremely fond of her, and glad 
to make certain needed changes in the home environment. 


The school on its side was ready to make changes in curriculum 


and class room management which made it possible for this girl 
to understand what was before her and try to meet it. 


This adjustment could not have been effected in a formal school. 
Emotional release through creative expression would have been denied 
to Marcia. She would have been reprimanded as lazy for chewing 
her pencil and looking out of the window. She would have been 
forbidden to hand to a teacher a verse that was unpunctuated and 
written on a soiled piece of paper. And this humiliation would not 
only have increased her emotional disturbance but would have resulted, 
in the future, in writing that was purely stereotyped. And what is true 
of creative writing holds true, in general, of all the activities of the 
purely formal, or traditional school. 


The only kind of high school that can be of real aid to the the- 


rapist in the treatment of adolescents is a superior modern school. Its 
o respond sensitively 


teachers are warm, understanding persons, wh 
n turn respond. Its 


to their students, and to whom the students 1 


classroom organization, program of study, and teaching methods are 
lolescents. Its activities are real 


planned to meet the special needs of ad 
inducting the student into the larger 


given considerable responsibility for 
planning his work cooperatively with other students and for carrying 
it through. The program is rich and varied, offers opportunities for 
art expression, for carpentry work, arts and crafts and dramatics, as 
Well as for academic work. Teaching is guidance in the generalized 
Sense of the word; it docs not mean the imposition of a fixed pattern 
of work or behavior, but allows the student enough freedom to make 
his own individual adaptations, and then provides assistance as needed. 
Finally the school is a center for wholesome social life. 


and vital, and serve as a means of 
world of the community. He is 


The therapist who is to utilize such school environment must 
understand the opportunities it offers. He must establish a cooperative 
relationship, not only with teachers, but with administrators and with 
all members of the school staff. And he must relate therapy as directly 
to the school experience of his patient as to the home experience; so 
he gains deeper insight into the adolescent’s personality and problems; 
and gradual adjustments in the given environment facilitate the process 
Of treatment. 
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Therapist and teacher together discuss the pupil’s behavior in 
school, and its underlying causes; they discuss areas in which he is 
adjusting successfully, and those in which he is having difficulty. The 
teacher’s report will greatly speed up the initial personality study by 
the therapist. And the therapist’s interpretation and suggestions to the 
teacher will help provide a school experience that has a high degree 
of therapeutic value, In relation to subject matter, he can explain, for 
example, that a certain boy of over-average intelligence seems unwilling 
or unable to do passing work in mathematics for emotional reasons, 
because dominating parents are exerting pressure upon him to become 
a teacher of mathematics while his own interest is in the classics. And 
during his consultations with the pupil the therapist may help to 
relieve the sense of obligation to submit to the parent's wishes, and 
at the same time may point out to the teacher that interest in mathe- 
matics might be awakened through approaching it from the standpoint 
of the scientific achievements of ancient peoples. 


The therapist may suggest definite subject matters for certain 
patients. Many, indeed most of them, gain a great deal by emotional 
expression through the arts. The adolescent is given to fantasy. 
Through day dreaming he does what he so recently did in play, he 
acts out his conflicts, his hopes and fears and despair; he imagines 
himself to be the powerlul or irresistibly attractive person he longs 
to be. Artistic expression enables him to objectify his experience; to 
release emotion, and to attain satisfaction through achievement. The 
products of his work are extremely enlightening to the therapist, for 
they often reveal thoughts and feelings that the adolescent is unable 
to express directly because of his self-consciousness, and because they 
are related to his deepest sense of inadequacy. Consider painting, for 
example. Provided the student has been allowed real freedom of expres- 
sion, the choice of subject, use of color, and arrangement of objects on 
the page — all these are revealing. And this is equally true of the 
plastic arts and of dramatics. Interpretation in these cases must be made 
with care; it is easy to read into a product, not what is there, but what 
os wants to read. Experience has indisputably proved, on the other 
ng er bil aig of interpretation are carefully applied, 

y helpful. With certain patients, and usually 


in the later stages of therapy, frank discussions of the work with the 


practitioner will be of material assistance in giving insight into 
emotional difficulties. 


Courses i i i i i 
ses in science, especially in biology, have ther 


i apeutic value for 
many patients. As has been said, the boy or girl of th 


is age is naturally 
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preoccupied with his own body. He is fearful that he is a weakling, 
or will always be puny or undersized, or is ugly and unattractive. 
Anxicties in this area often aggravate the disturbances of adolescents. 
The biology course explains to him the process of growth before, during, 
and after adolescence. In the therapeutic hour the practitioner helps 
to relieve pressures through interpretations relative to the individual, 
and in the classroom pressures are further relieved as he comes to 
realize that his problem is in no way peculiar to himself, but is encount- 
ered by thousands of boys and girls in the process of growing up. 


Major conflicts of many adolescents are directly related to the 
subject of sex. Boys and girls have difficulty in assuming their masculine 
and feminine roles; they are troubled about questions of social relations, 
friendships, falling in love, and marriage. Science courses will be help- 
ful, but the emotional aspects of sex should naturally be considered 
in connection with many other courses, such as literature, history, and 
biography, in which marriage, parenthood, and family life can naturally 
be discussed. Most adolescent girls gain a great deal from home econ- 
Omics courses; some gain equally from a special course in child care. 
And again individual interpretations with the therapist are sup- 
plemented by the gencral discussions in the school. 


The classroom situation offers the student an opportunity to 
Work out problems of social adjustment in a reality situation, Further 
Opportunity should be offered him through the right kind of recre- 
ational program in the school. The organization and operation of 
this program are extremely important. It should provide the chance 
for formal social life for the more mature students, and for activities 
©n a more immature level for those who are emotionally undeveloped. 
The teacher or recreation leader will need the guidance of the 
therapist in assisting the student te make social adjustment both in 
and out of the classroom. The special difficulties of the withdrawn 
or hostilely aggressive patient should be explained and suggestions 


given as to his handling. 


It becomes obvious that many other phases of the school program 
should be used as an aid in therapy, so that while his underlying 
Cmotional conflicts are being resolved, the adolescent has the op- 
portunity to find his major work interests, and to subordinate less 
satisfying ones, thus achieving integration or personality. Flexibility 
of program is, of course, essential, for various studies and activities 
must be carefully adjusted to individual needs. With very sick patients, 
and during the initial stages of treatment with all of them, it is 
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of course important for the therapist to keep the transference limited 
to himself, but during the process of weaning from the practitioner 
outside contacts are extremely helpful. The adolescent's teacher, who 
is with him so constantly, who is guiding him in his work, and assisting 
him in his social contacts is in a strategic position to be of aid in this 
respect. 


A DEPARTURE IN THERAPEUTIC PRACTICE 


The utilization of the school environment as an aid in therapy 
represents a departure from the regular practice. To date psychiatry 
has paid but scant attention to schools. This attitude has been under- 
standable. While the profession was relatively young it was inevitable 
that major emphasis should be placed upon the most important environ- 
mental influence surrounding children, namely, the home. But psych- 
iatry is no longer young. A body of techniques that are applicable to 
the family has now been developed. Psychiatry is now obligated, while 
enlarging and perfecting these techniques, to develop further tech- 
niques which are also applicable to the school. It is true that through 
family relationships, and particularly parental relationships, the child 
derives the fundamental security through which maturity is achieved 
and emotional drives are’ directed into socially constructive channels. 
But in civilized societies the individual docs not pass directly from his 
home to the world outside. These societies perpetuate themselves by 
elaborate educational systems through which culture patterns are passed 
on from gencration to generation. What is unrecognized, however, by 
both educators and psychiatrists, is the fact that intellectual and 
emotional growth are inextricably related, so related that they are 
virtually one and the same. Thus the school no less than the home 
1s responsible for providing an environment that promotes the growth 
of the total personality. Unless education does provide such environ- 
ment it defeats its own ends, for culture, knowledge, techniques will 
be acquired without the corresponding emotional maturity which alone 
will make it possible to convert these to social uses. And if psychiatry 


continues to neglect the school it will deprive the disturbed and suf- 
fering individual of one of the most effectiv 


and of winning his way back to health. 


The work of relating the fields of psychiatry and education presents 


the challenge and difficulty that have always attended pioneering. 
But it promises rich rewards, 


e means of gaining relief 


PERSONALITY DIAGNOSIS IN CHILDHOOD 


By BRUNO KLOPFER, PRD. * 


I. INTRODUCTION 


. For more than fifty years child psychiatry has been the starting 
point for a number of important new developments in the field of 
education and therapy. To mention only a few of these: Binet’s 
interest in mental measurement, Montessori’s provocative ideas about 
pre-school education, and last but not least, Freud's discovery of — 


n — childhood experiences with their important 


or rather new emphasis o 
in later 


ra tionship to personality development and mental health 
1e. 


is to consider another development 
e techniques”. It not only contributes 
ablish or foster a new kind 
e hand and clinical 


The purpose of this paper 
along these lines, namely, “projectiv 
new diagnostic tools but promises to est 
of team work between psychiatrists on the on 
Psychologists and psychiatric social workers on the other. 


ole in the field of personality 


The clinical psychologist started his r 
ally experienced and 


diagnosis of children as psychometrician. The re 
Wide awake clinical psychologist never limited his field of vision to 
quantitative measurements but paid as much attention to the qualitative 
analysis of whatever test he used as he did to its quantitative results. 
However, in many medical institutions the very existence of the 
IQ lends itself to the danger of relegating the function of the 
clinical psychologist to that of laboratory technician. He is there 


Simply to add the IQ and other quantitative data to the blood co 
er entries on the medical chart. The 


ach to diagnosis 


unt, 


the urine analysis, and all oth 


disadvantages of this dissective or purely summative appro 


have been equally present and palpable in both medical and psycho- 


ity of New York. Editor of the 


* Associate Professor of Psychology, College of the C 
Rorschach Institute since 1939. 
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logical work. Both the development of a more dynamic concept of 
personality and the new movement of psychosomatic medicine have 
come into use as reactions against this danger. 


II. SIGNIFICANCE OF PROJECTIVE TECHNIQUES 
FOR DIAGNOSIS AND TREATMENT PLANNING. 


Projective techniques differ from the usual psychometric procedures 
chiefly in one respect: The psychometric approach sacrifices everything 
(including the entity of the personality) to strictest requirements 
for standardizing the stimulus situation or the task that the subject 
has to fulfill. Projective techniques for the most part provide a 
situation that stimulates or even forces the subject to project his own 
thoughts, feelings, or way of handling life situations on to the particular 
situation at hand, as if it were a screen. Considerations for standard- 
izing the administrative procedure or mechanizing the techniques for 
interpreting these projections are secondary to this main goal. 


It should be said that this point of view is common to both the 
projective techniques and the methods of clinical observation. In 
spite of this fact an essential methodological difference exists between 
these two procedures. In order to provide objective evidence projective 
techniques adhere to the one prerequisite of experimental procedures, 
namely, that all subjects shall be exposed to one and the same stimulus 
situation, since this method alone permits quantitative comparisons 
of the many ways in which subjects react or project themselves. 


In doing this, projective techniques attempt to avoid the negative 
aspects and hold on to the positive aspects of both approaches — 
the psychometric and the clinical — and enable the examiner or observer 
to get a picture of the “personality in action”. In contrast to the 
Psychometric approach it enables the examiner to observe the interplay 
of all the various emotional and intellectual functions, and, at the 
Same time, facilitates the obtaining of objective evidence, which the 
experienced clinical diagnostician welcomes as a supplement to his 
subjective impressions and observations. The more experienced clinic- 
tans accept this diagnostic aid more readily than do the less experienced 
because they are unafraid of being checked. 


Throughout the remainder of this paper the Rorschach 
method of personality diagnosis will serve to illustrate the role 
that projective techniques play in understanding the personality 
development of children. This choice is not merely a personal 
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predilection of the author. The fact is that during the last ten 
years for both practical and theoretical purposes of diagnoses the 
Rorschach method has played a more important role than any 
other of the projective techniques. This is chiefly due to the 
particular kind of stimulus material that Dr. Hermann Rorschach, 
a Swiss psychiatrist, selected after his ten years et experimentation 
with the method (from 1911 to 1921) .? 


For some time projective techniques have been using stimulus mater- 
ials with various degrees of structuralization or meaningfulness. On 
the one extreme are Struve's cloud pictures (described by William 
Stern in Character and Personality 2) which use rectangular cuts of actual 
cloud photographs with no clear separation of figure and ground within 
the rectangle, no symmetry, and no determinants besides the various 
shades of gray produced by the clouds. On the other extreme are the 
pictures used in Henry Murray's Thematic Apperception Test, pictures 
of actual events with only slight blurring of outlines or other means of 
indefiniteness. 

The reproductions of actual inkblot pictures, which Rorschach 
used on his ten stimulus cards, steer a careful middle course between 
these two extremes : 1) They are for all practical purposes symmetrical 
(the effect having been created by folding the paper so as to produce 
a similar blot on each half); 2) the inkblot material has spread itself 
Over the white background of the cards in various forms, for example, 
there is a rather solid blot on some cards and a complete scatter of the 
blot material on others; 3) on half the cards the stimulus effect of 
the various gray shades is enlivened by ink of a different color; 4) some 
of the blots resemble certain shapes so strongly that more than half 
of all subjects respond to them along the lines they suggest; others 


Present greater difficulties in organizing the stimulus material for any 
All in all, the stimulus material offers the sub- 


interpretative purpose. i 
jects the greatest possible variety for different techniques and procedures 
“People see all sorts of 


n responding to the standard instruction : : 
things in these inkblot pictures. Now tell me what you see, what it 


might be for you, what it makes you think of.” 


The extremes in the choice of stimulus materials (both the more 
Structuralized and the less structuralized materials) tend — for different 
reasons — to focus the attention of the interpreter on the imaginative 


T 1 For the history of the Rorschach method see Klopfer and Kelly, The Rorschach 
echnique (Chapter I), World Book Company, Yonkers, N. Y., 1942. 

2 Stern, W.: Cloud Pictures, A new Method for Testing Imagination, 
and Personality, 1937, Vol. VI, pages 132-146. 


Character 
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content of the subject’s reactions and projections rather than on the 
formal characteristics. The least structuralized materials force the subject 
to an intensive use of the imaginative medium since this is the only way 
that he can fulfill his task and the more structuralized materials invite 
a ready use of the same procedure. Such a preponderance of imaginative 
content is a decided advantage if the chief aim in using the projective 
techniques is to gain insight into the fantasy life of the subject in order 
to discover the goals of his instinctual drives, or into certain specific 
attitudes of his, such as those to parents and the cultural sex role. 


In highlighting structural aspects rather than emotional content 
the Rorschach method offers advantages so far not equalled by any 
other method for the clinician who seeks an objective adjunct to his 
clinical diagnosis, for instance, when the diagnosis requires different- 
iation between adolescent turmoil and incipient schizophrenia, or a 
decision as to whether the behavior of a child indicates merely a primary 
behavior disorder or an early neurotic development or a personality 
deformation, each of which calls for a completely different plan of 
treatment. Among the most important of these structuralized aspects are: 
1) the subject’s mental approach to intellectual tasks, especially his 
preference for analytic or synthetic thinking; 2) his responsiveness to 
emotional stimulations from both without and within; 3) his preferred 
control mechanisms for the regulation of instinctual impulses; 4) the 
usual functioning of his imaginative thinking or fantasy life; 5) the form 
and level of his emotional adjustment and maturation. 


Ill. THE INFLUENCE OF AGE AND EXPERIENCE. 


The Rorschach method does not aspire to disclose any information 
about the life history of the subject and the environment in which he 
lives, nor does it predict specific behavior of an individual in a particular 
life situation. But it does make such behavior more understandable 
by revealing his structural underpinnings and explaining seeming contra- 
dictions and discrepancies, thus clarifying the total personality picture. 
Having discovered a consistent picture it is possible to plan more ef- 


ficiently in helping the subject, by recognizing structurally strong and 
weak points. 


In order to understand how this is possible a question concerning 
method is raised: Do reflections of the educational and cultural back- 
ground interfere with the projective value of the Rorschach method? 


PERSONALITY DIAGNOSIS 93 


In other words, is it possible to recognize the personality structure of 
a member of an illiterate culture in the same way with the same inter- 
pretive hypotheses as one would recognize that of a high school graduate 
native of New York City ? A related question is raised frequently concern- 
ing our own culture. For example, do the various psychometric proced- 
ures measure satisfactorily that part of the colored population in the 
United States that suffers from marked cultural disadvantages in the 
same way that they measure the rest of the U. S. population? Or, to 
choose an example of a question related to cultural advantages, does 
Special professional training, e.g., in the field of anatomy, blur the 
projective picture of the Rorschach method by enabling the specially 
trained subject to use concepts not available to others? 


; The fact is, the range of applicability of the Rorschach method 
is hardly limited by such discrepancies in the experience background. 
The method has been successfully used in the anthropological study 
of non-literate peoples, who have no written language of their own or 
have never previously seen a printed page or printed picture. The results 
sufficiently demonstrate the independence of the Rorschach method 
of the educational background of the subject. This does not mean 
that the educational background is not visible in any given Rorschach 
record. Since the Rorschach method is dependent on verbal expression, 
the vocabulary used by the subject, and in general, his form of expression, 
necessarily reveal his ability to express his thoughts in speech. Moreover, 
the extent to which the subject draws on his cultural, educational, 
or professional resources clarifies rather than clouds his structural 
Personality picture. ‘To illustrate : in the case of a physician who used 
anatomical concepts for approximately 80 per cent of his responses 
and made painstaking efforts to recognize in various blot areas cross- 
sections of different parts of the body, there is undoubtedly a specific 
reason why he had to draw to such an unusual extent on his professional 
knowledge. Symbolically speaking, he is likely to hide a rather feeble 
€go behind the professional prestige of his white coat, in the same way, 
that a medicine man would hide his insignificant everyday personality 
behind his primitive mask. How is it that the choice of such specific 
content does not blur the personality picture as projected into the 
Rorschach record? The answer is the Rorschach diagnosis is not based 
so much on the content of Rorschach responses as on those formal 
aspects discussed previously. 

Actually, it is both unnecessary and undesirable for the Rorschach 
interpreter to avoid discovering the actual knowledge of the educational 
and cultural background of the subject since the information he receives 
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from the Rorschach record automatically becomes richer and more 
significant when the picture of the person stands revealed in the light 
of his past and present environment. Indeed, in cases of great cultural 
differences, the significance of certain emotional and intellectual person- 
ality structures in terms of behavior and adjustment depends largely 
on the environment in which the subject lives. 


A study of the children of various American Indian tribes 
sponsored by the Commissioner of Indian Affairs indicated that 
specific forms of emotional response that were functionally useful 
in the adjustment of the individual to one group would have 
led to considerable strain and difficulty if experienced in another. 
If an Indian with a particular form of emotional development 
suited to his environment were suddenly to be transplanted into 
a typical metropolitan American environment, the results might 
be quite different. 


With regard to age, the range of applicability of the Rorschach 
method is almost as unlimited as it is with regard to cultural and edu- 
cational background. The Rorschach record of the youngest subject 
that the author has examined was that of a precocious cightcen-months- 
old child. As a rule a developmental age of three years provides the 
capacity for cooperation and understandable verbal expression necessary 
for significant Rorschach reactions from young children. 


A series of Rorschach studies made among pre-school child- 
ren vividly demonstrated the usefulness of this method in the 
general field of child development and showed that mere observ- 
ation of behavior is probably more misleading in early childhood 
than in any other stage of life. Recently the author assisted in 
a research experiment dealing with anxiety patterns in early child- 
hood. In a nursery school in a midwestern city, the teachers were 
asked to make careful observations of the children over a period 
of several months. The information thus gleaned was combined 
with certain essential data of the family background into a short 
description of the child. Part of the experiment was to match the 
Rorschach records of these children with their personality des- 
criptions. One surprising result was the fact that twelve out of 
fifteen boys, all from four to five years of age, were matched cor- 
rectly while only two out of fifteen girls of the same age were 
matched correctly. A subsequent investigation of the possible 
reasons for such a strange discrepancy yielded the following most 
plausible hypothesis: The cultural environment of the town in 
which the children live greatly stresses the need for little girls 
to be “nice”, while little boys are generally expected to behave 
“like boys”. This pressure was strong enough to cause almost all 
of the fifteen girls to adopt a behavior that led even their nursery 
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School teachers to believe that these little girls were actually as 
well adjusted as they behaved. The Rorschach records of at least 
eight of the twelve unrecognized girls showed that these little 
“ladies” paid a rather stiff price for their behavioral achievements 
in terms of disturbances in their personality development. They 
showed various forms of uneven or unorganized emotional develop- 
ment which made it impossible even after knowing the real pairs 
to find much similarity between their behavior descriptions: and 
their Rorschach records. A further psychological analysis of all 
the data used revealed in most cases that the combination of the 
Rorschach and behavioral picture supplied more adequate and 
meaningful information. 


The Rorschach records show that up to seven years the “age 
pattern” overshadows individual personality development. However, 
descriptions based exclusively on records of children between two and 
seven years of age have been matched successfully repeatedly or recog- 
nized by observers familiar with these children. For children seven to 
twelve years of age, adult standards of evaluation become more and 
More applicable. After puberty the significance of the chronological 
age is limited to problems of emotional and intellectual maturation and 
to the recognition of biological criscs occurring at various stages of 
adult life, 


Iv. STRUCTURAL DIAGNOSIS AND CLINICAL DIAGNOSIS. 


The preceding considerations of the various procedures used for 
Personality diagnosis in childhood places the Rorschach method in 
a medium position between clinical observation, the traditional tool 
of the Psychiatrist, and psychometric techniques, the traditional tool 
of the clinical psychologist. Because of the technical intricacies of the 

rschach method, most psychiatrists are satisfied with familiarizing 
themseives sufficiently with its use to understand its functioning, leaving 
the actual administration and the evaluation of the raw material to 
their Psychological co-workers. The most satisfying results in the use 
of the method are, however, obtained in those work situations where 
Psychiatrists and psychologists cooperate in the final clinical interpre- 
tation of Rorschach findings. 


Many psychiatrists, not familiar with the Rorschach method and 
Suspicious of its “magic” functioning, insist on getting from the members 
Of their staff strictly blind diagnoses (diagnoses based exclusively on 

Orschach findings) including, if possible, a definite clinical label for 
the subject. Such a demand has a certain degree of justification only 
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where the method is applied strictly as a validation experiment for 
research purposes. This is certainly not the most efficient practical 
use of the method. It presupposes that the Rorschach worker partic- 
ipating in such an experiment has such rich clinical experience at his 
disposal that he is able to infer from the structural information, des- 
scribed previously, the clinical diagnosis in which such a structural 
configuration is most likely to be found. Such a guessing game can be 
quite impressive and has been successfully conducted in many instances, 
but it fails insofar as it does not make full use of the information that 
can be gained in each individual case by thoroughly fusing case history, 
clinical observation, psychometric results, and the structural picture 
revealed by the Rorschach method into as complete a psychological 
picture of the subject as possible. 


Unfortunately, this demand =.s produce blind interpretation is 
frequently requested of the inexperienced Rorschach worker who has 
not yet acquired the self-confidence that makes such “stunts” unmeces- 
sary to ego prestige, and who has not yet the self-assurance to resist such 
unjustified demands. Fortunately such misuse of the Rorschach method 
has not been sufficient to discredit to any degree the Rorschach work. 


A more understanding attitude makes it possible for the beginning 
Rorschach worker to proceed to build up his experience cautiously, 
first by recognizing the most outstanding features of his material and 
then adding other significant details to the personality picture as he 


constantly fits his Rorschach findings into all available information 
about his subject. 


The supposed danger of violating the objectivity of the Rorschach 
method by reading one’s personal knowledge of the subject into the 
Rorschach results is of no practical importance. The continuous valid- 
ation of the Rorschach technique, and especially of the validity of the 
various hypotheses attached to the scoring categories, is a separate task, 
one that should not be entrusted to Rorschach workers at the begin- 


ning of their experience and that should be kept separate from the 
daily routine of clinical application. 


These considerations lead to an emphasis on the distinction betwee? 
structural diagnosis and clinical diagnosis. Irrespective of the theoret 
ical implications of such a distinction, its practical value is that 4 
thorough evaluation of the information contained in a Rorschach 
record enables the interpreter to give a fairly detailed description of 
the intellectual and emotional functioning of his subject (as described 
at the end of Section III). In many instances such a careful personality 
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description does not in itself lead to a clinical diagnosis. However, 
in the great majority of cases where clinical observations, case history, 
and psychometric findings have resulted in a doubtful differential 


diagnosis, this description helps to crystallize the clinical diagnosis.. 


It may be useful to give a succinct instance of this interplay 
between structural and clinical diagnosis. A task that the child 
psychiatrist must face frequently is to differentiate between adoles- 
cent turmoil and incipient schizophrenia. One of the outstanding 
reactions to the Rorschach material indicating intense emotional 
disturbances of the non-psychotic variety is a marked struggle on 
the part of the subject with the affective implications in the shad- 
ing and color effects of the Rorschach material. Clearcut indi- 
cations of such an emotional struggle can throw the diagnostic 
weight definitely in the direction of adolescent turmoil rather than 
toward incipient schizophrenia. On the other hand, in many 
instances of incipient schizophrenia, the patient is at the time of 
testing still able to exercise sufficient control over his thinking 
in all ordinary or conventional life situations (where he knows 
what is expected of him) in a fairly rational manner. The Ror- 
schach situation forces the subject to choose his own way of handl- 
ing the situation without giving him a conventional way of hiding 
his difficulties. In this way, the erratic, bizzare, and arbitrary 
forms of thinking on the part of an incipient schizophrenic some- 
times reveal themselves by the Rorschach method months and 
even years ahead of recognizable evidence by means of clinical 
observation. Even slight tendencies to bizzare or arbitrary think- 
ing may suffice to shift the weight of evidence toward the diagnosis 
of incipient schizophrenia, when they are combined with the 
conspicuous absence of the signs of emotional struggle described 
above. 


V. RORSCHACH METHOD AND PSYCHOMETRIC 
TECHNIQUES. 


The relationship of the Rorschach method to the routine psycho- 
Metric techniques (intelligence tests, achievement tests, aptitude tests, 
and performance tests) does not present any problems in a clinical 
Set-up with the intimate team work of psychologists, psychiatrists, and 
social workers. However, in all agencies or work situations where the 
Psychologist is left primarily to his own devices, it is necessary for him 
to find the right balance between the use of psychometric techniques 
and the Rorschach method. The experienced Rorschach worker is not 
carried away by his enthusiasm to the degree that he offers the Ror- 
Schach method and its findings as a substitute for intelligence tests, 
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nor does he consider the Rorschach method in one of its forms for 
large-scale administration as a new magic form of aptitude testing. 


Nevertheless, the supplementary value of the Rorschach method 
for intellectual evaluation and vocational guidance can easily be 
demonstrated. Let us consider a group of children who are found to 
function just on the borderline of normal intelligence when subjected 
to one of the routine intelligence tests. A collection of Rorschach 
records of these same children may reveal a surprisingly large variety 
of structural underpinnings for this common psychometric result. 


1) Among these children with an IQ of approximately 80 
some will show in their Rorschach reactions a remarkably even 
performance level in the way their concepts are formed. By com- 
paring the form characteristics of the concept they choose as 
responses with the form characteristics of the blot areas that they 
use for this purpose we find that they are not quite able to fulfill 
the minimum requirements in accuracy. They are also not quite 
able to organize the blot material in a satisfactory manner as is 
shown by their becoming confused when they attempt to specify 
details. It is as if, in a Goodenough drawing, they should attach 
arms to the face of a figure and ears to a stomach. In spite of 
every effort to do their best they make the same mistakes through- 
out the entire record in a similar manner. Such a Rorschach 
picture would indicate a genuine case of retarded or arrested 
development. 


2) In another group of Rorschach records of such intel 
lectual borderline cases we may find a surprisingly vivid imagin- 
ative activity producing rather superior organization of the material 

j in some cards. Alongside of these superior responses one may 
find a complete absence of any reaction to the emotional impli- 
cations of the stimulus material. Finally, there may be a lack of 
attention to concrete details of the obvious or everyday variety. 
In such cases one could speak of a complete “inversion” of all 
intellectual energies, combined with the markedly negativistic and 

- deprecatory attitude to environmental reality. In their attitude 

==- to school work such children frequently show an ambition for 
non-achievement. 


_ 3) A third group of records may reveal almost the opposite 
picture; great concentration on concrete details and an utter 
inability to relate these observations in an organized manner. An 
individual in this group frequently shows marked difficulties with 
spatial relations in performance tests and in general a weakness 
in all kinds of synthetic thinking. Symbolically speaking, these 
children “cannot see the woods for the trees”. 


PERSONALITY DIAGNOSIS 99 


4) Finally, the last group of records may be characterized 
by the extreme unevenness in their accuracy of form and organiz- 
ation, by an intermingling of superior responses with concepts 
usually given by children of a very much younger age group. 
These intellectual features may be combined with rather impuls- 
ive and uncontrolled responses to the affectively loaded stimulus 
cards. Children having these responses would show marked signs 
of emotional infantilism which will lead to an extremely erratic 
and uneven use of their intellectual potentialities. 


This list of structural underpinnings for intellectual borderline 
cases is by no means complete. It may suffice, however, to indicate the 
Supplementary function of the Rorschach method when used to 
evaluate the intellect qualitatively, in order to plan treatment. The 
discovery of the unused intellectual potentialities of the child and 
of the specific difficulties that he faces is indispensable to careful treat- 
ment planning. To some extent a qualitative analysis of psychometric 
Procedures can serve this same purpose. However, the psychometrician 
has to rely too much on inferences. He will obtain a more objective 
and clear-cut picture by combining projective techniques with his 
Psychometric procedures. In fact, the significance of such specific 
features of intelligence tests as basal age, scatter, and areas of repeated 
failures is greately enhanced through such a combination. | ‘ 


The following incident is a specific example: A fourteen-year- 
old boy showed in his Stanford Binet an IQ of 115. One of his. 
conspicuous failures was in the “reconciliation of opposites” on the 
average and superior adult level. In explaining what tall and 
short have in common, he said: “If a short boy walks with a tall 
girl and doesn’t mind it, it makes no difference.” In explaining 
what heavy and light have in common, he said: “IE a task is heavy 
but you don’t mind doing it then it is light”. His Rorschach had 
revealed in conjunction with case history and counselling observ- 
ations that his outstanding weakness was a marked tendency to 
avoid and evade all responsibility. The specific failures in his 
Binet show in what way this interfered with his intellectual 
functioning. The early recognition of this personality characteristic, 
with the help of the Rorschach method, led to treatment planning 
which enabled him to overcome his weakness. 


In regard to aptitude testing, it is again the main function of the 
Rorschach method to indicate in individual cases the structural under- ` 
Pinnings of specific aptitudes or disabilities. Efforts that have been 
Made to use the Rorschach method on a large scale as a screening 
device in order to select prospects for specific tasks have been unsuc- 


cessful, whenever the attempt has been made to distill from the Ror- 
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schach material a set of mechanical indicators for success or failure 
in a given task. As a general screening device the use of the Rorschach 
method is limited to what might be called clinical screening, that is, 
to the discovery of misfits so extreme that they would fail at almost 
any task. 


Where the implications of the task situations and the entire person- 
ality of the applicant can be fully matched with one another the 
Rorschach method can contribute a valuable service in the field of 
vocational guidance. 3 
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THE ELECTROENCEPHALOGRAM 
IN BEHAVIOR DISORDERS 


By BERNARD L. PACELLA, M.D. ° 


_ The electroencephalogram, as the name implies, is a graphic record- 
Ing of the electrical activity of the brain. The techniques utilized for 
obtaining such records may vary to some extent but the general princ- 
iples remain the same. An electroencephalographic apparatus consists 
essentially of an amplifying unit which amplifies fluctuating voltages 
emanating from the brain, and a recording system which consists of 
Ink-writing electro-magnetic pens connected with the amplifying unit 
for the purpose of recording these fluctuations in voltages on a moving 
Strip of paper. 

A single amplifying-recording unit which is capable of showing 
the potential (voltage) variations from any two electrodes attached 
D the head is referred to as a single channel unit. For ordinary 
clinical purposes a two-channel set which can record from contralateral 
areas simultaneously is sufficient, but a three or four channel set is 
More desirable since more regions of the brain can be studied simult- 
aneously. Ordinarily, small electrodes are attached to the scalp over 
various underlying regions of the cortex. The most common type of 
electrode in use consists of a small, flat drop of solder into which a 
Copper lead wire has been embedded. Contact with the scalp is made 
by means of a small amount of electrode jelly placed in a depression 
On the scalp side of the solder drop and the electrode is then firmly 
fixed to the scalp by means of collodion. Other types of electrodes are 
i use but will not be described at the present time. 

Different schemata for placement of the electrodes on the scalp 
o obtain electroencephalograms (EEG’s) may be used. A relatively 
Simple routine method consists in the placement of five electrodes on 
each side of the head over the pre-frontal, motor, temporal, parietal, 
and Occipital regions. In addition, “indifferent” electrodes are 
applied to the ear lobes. Either bi-polar or mono-polar systems of 
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recording, or both may be utilized. For further details regarding the 
techniques of recording, one may refer to Gibbs’ Atlas of Electroen- 
cephalography. 1 By the use of switches on the apparatus it is possible to 
connect any two electrodes together and thereby record the electrical 
activity in the areas underlying these electrodes. One might conceive 
of the head as a battery in which potential differences are recorded 
from the two terminals of the battery or the two electrodes on the head, 
except in the latter case the potential difference between the two 
electrodes fluctuates and therefore varying voltages or waves are 
recorded. 


It should be emphasized that all routine electroencephalographic 
records are taken under what may be described as basal conditions. 
This means that the patient is in a resting condition, entirely quict, 
eyes closed but awake. It is evident therefore that in certain children 
with behavior disorders, or in many infants, the attainment of such 
basal conditions may be extremely difficult if not impossible. 

A full discussion of the variations of the normal tracings cannot 
be given but suffice it to say that for general purposes two main types 
of rhythms are normally observed, the alpha and the beta rhythm. The 
criteria for normality are fairly definite in adult records but are not 
as yet clearly establishea for children. In the normal adult record the 
predominant and most commonly occurring activity is the alpha rhythm 
(Berger rhythm) and it consists of alternating waves occurring usually 
in interrupted series with a frequency of from 8.5 to 12 cycles per second 
(c.p.s.), most commonly 10 c.p.s. Beta rhythm includes those waves 
exhibiting a frequency above the alpha range up to 40 c.p.s. These 
waves are of lower amplitude than the alpha waves, show more irregular 
wave pattern forms and do not usually appear as frequently in series 
as do the alpha waves. It has been found that both the alpha and 
beta rhythm remain fairly constant so far as the incidence and frequency 
of the waves are concerned on successive days for any one individual 
under basal conditions. Beta rhythm occurs most frequently over the 
frontal regions where it often constitutes the major activity of the 
record. Alpha rhythm on the other hand is most frequently noted over 
the occipital and parietal areas. 

. The criteria for abnormality in an EEG tracing differ somewhat in 
children as compared with adults. In studying the development of 
brain rhythms from infancy up to adult age levels, one finds a gradual 
transition from a pattern consisting of very slow waves to one which 


contains a dominant pattern of faster frequencies (alpha and beta 
rhythms). 
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The investigations of Lindsley? have indicated that there are no 
recognizable rhythms in normal infants under three months of age. 
For the first three to nine months only occasional regular sequences 
of some of the waves appear at 4 to 6 c. p. s. and the frequency slowly 
increases with age until the “adult” level of alpha frequency is attained 
usually between the ages of eight to ten years. The findings of Lindsley 
were largely confirmed by Smith’; later investigations by Lindsley * 
have elaborated more fully on the developmental aspects of human 
brain rhythms. Recently, Henry® reported an extensive survey of 
electroencephalograms of normal children and indicated that the 
adult level of frequency rate is often attained at the age of six. However, 
it should be noted that although the alpha frequency may attain the 
adult rate, there are still many slow waves in the records of normal 
children which do not appear normally in adults. (19, 23, 29, 95). An 
Interesting feature of the alpha frequency is that once it has attained 
the adult rate it remains fairly constant. (25, 28,22)... However, Henry ® 
reported that fluctuations in the alpha frequency may occasionally be 
Observed from day to day in children, thus indicating a variability which 
had previously been unsuspected. Gibbs described and illustrated 
various EEG patterns which were considered more or less typical or 
average for the different age groups. He observed that slow waves of 
less than 8 c.p.s. are often present up to the age of nineteen in ap- 
parently clinically normal individuals. 

Quite frequently children may show what appear to be perfectly 
normal electroencephalograms for their age level when taken under 

basal conditions” but exhibit much slow activity following a relatively 
short period of hyperventilation (not exceeding two minutes). This 
feature appears in a large percentage of normal children, particularly 
those less than eight years old, and may often be confused or mistaken 
for abnormal activity. Since EEG abnormality in the adult is to a 
large extent dependent upon the incidence and frequency of slow 
Waves it is obvious that interpretation of what constitutes an abnormal 
tracing in children may offer difficulties. Although one must be very 


cautious before labeling an EEG of a child as a definitely abnormal 
hether a tracing deviates from 


record, certain features may indicate w 
to which it deviates. 


the average normal, and also the extent or degre 
Thus, an important feature pointing towards abnormality is the ap- 
pearance of waves exhibiting a slower frequency rate (generally less 
than 7 c.p.s.) than usually prevails for a child of that particular age 
group. The slower these waves are, the more certain one can feel that 
they are abnormal for that age group. Also, the greater the incidence 
With which the abnormally slow waves occur in the record, the greater 
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is the degree of electro-cerebral disturbance. A third feature pointing 
to abnormality is the presence of much high amplitude “fast” waves 
in the record (those waves exceeding a frequency rate of 12 cp.s.). 
Marked asymmetries in the tracing, or the presence of a disorganized 
type of pattern with irregularities in wave-forms, frequency rates, and 
amplitudes may also be indicative of dysfunction. 
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A.—Normal electroencephalogram in a sixteen year old child illustrating 
fairly prominent alpharhythm, particularly over the occiput. Hyper- 
ventilation produces no significant alteration of pattern. 
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B.—Mild degree of electro-cortical dysfunction over the frontal areas in- 
dicated by random six and seven c. P- S. Wwa Hyperventilation increases 
markedly the incidence of slow waves anteriorly and also results 
in slow activity over the rest of the brain. A record of this type would 
be considered normal for a nine or ten year old child. 
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C.—Moderate degree of disturbance as indicated by frequent seven to eight 
c. p. s. rhythm anteriorly, and random five and six c. p. s. waves over 
the entire brain. Hyperventilation results in increased slow activity. 
Although this tracing is abnormal for a sixteen year old child, it would 
be considered within normal limits for a nine or ten year old child. 
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D.—Severe abnormality, indicated by much five to seven c. p. s. rhythm 
over the entire brain but particularly over the frontal regions. Hyper- 
ventilation results in high amplitude three c. p. s. serial rhythm, often 
referred to as “‘convulsive-type” pattern. A tracing of this type would 
be considered normal for children under four years of age. 
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Although the actual description of an EEG tracing in terms of 
frequency rates, amplitude, etc. may be a relatively objective procedure, 
the interpretation and clinical correlation of these findings introduces 
a substantial element of subjectivity. The clinical experience therefore 
of the electroencephalographer may have an important bearing on the 
quality of the interpretation, particularly in the case of children. This 
is an important fact to be kept in mind when evaluating the results 
of earlier investigations in the different neuropsychiatric disorders of 
children. 


In the clinical application of electroencephalographic records one 
important thing must be kept in mind, namely, that the EEG is an 
index primarily of the electrophysiological activity of the cortex. It 
is conceivable, therefore, that different diseases or abnormal conditions 
involving the brain may produce similar electrophysiological disturb- 
ances in the nervous tissue and may thereby be reflected similarly in 
the brain-wave pattern. Electroencephalograms are not necessarily 
specific or pathognomonic for any one condition, so far as is known at the 
present time, with the one possible exception of petit mal epilepsy: ° 
As a consequence certain demonstrable histopathological changes in the 
brain such as inflammation, degeneration, hemorrhage or edema — 
whether caused by neoplasm, abscess, trauma, infection or some other 
process — may produce similar alterations in the electrophysiology of 
certain areas of the cortex and thus reflect similar abnormalities 1 
the EEG pattern. In the same fashion electrophysiological changes may 
occur in the cortex not associated with any constant demonstrable 
cerebral histopathology but associated with such changes as an alteration 
in the pH of the cortex 7, changes in the content of the blood or tissue 
fluids (8, 9, 10, 11, 12, 13), the result of administration of certain 
drugs (14, 15, 16) or even the condition of normal sleep 17. Therefore, 
whether the physiological change is primary in the brain or only second- 
ary to an altered physiological state or disease condition confined mainly 
to some other part of the body, but which also involves the cortex, 
brain-wave patterns may be produced which not only resemble each 
other but may also bear gross resemblance to patterns obtained in organ- 
ic structural disturbances of the brain. 


There are possibly at least three factors which may bear some 
relationship to the degree of severity of the EEG abnormality. These 
include 1) the rapidity of development of the pathological or physiolog- 
ical change in the brain, 2) the severity or the extent of change and 
3) the recency of change. All of these three factors are probably inter- 
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related in some fashion, and may be responsible in different relative 
degrees for any electrophysiological disturbance observed in an in- 
dividual. 


Exactly what the EEG means in terms of functional or physiological 
activity in the brain is not very clear as yet, although it is believed that 
it represents a summation of electrical “pulsations” from the many 
millions of neurones in the cortex, and perhaps to some degree from the 
subcortical neurones. These electrical pulsations are closely linked up 
With intracellular metabolism, the characteristics of the cell membranes 
and the extracellular milieu. A number of investigations have dis- 
closed that certain correlations exist between various physiologic and 
histologic changes in the brain and the electroencephalogram. In 
addition, similar associations have been found to exist between certain 
clinical states or disease entities and certain types of EEG patterns. 
All of these correlations are, however, primarily on an empirical basis. 
Some attempt will now be made to delineate a number of these findings 
In the behavior disorders of children. 


It may be well, perhaps, to divide this aspect of the discussion into 
two parts; first, those cases of behavior disorder that are directly 
Telated to pathological alterations in the brain and secondly, those dis- 
orders in which no constant or demonstrable cerebral pathologic 
changes can be found in the brain. The latter group would include the 
Primary behavior disorders, the epilepsies, the delinquencies, psycho- 
pathic personalities, and perhaps some of the childhood schizophrenias. 
Organic cerebral conditions resulting in behavior deviations may be 
associated with neoplasms, head trauma, inflammatory changes, dege- 
nerative processes and congenital or constitutional defects. 


BRAIN TUMORS 


With respect to cerebral tumors, one general statement may be 
made which can be of clinical value. Whenever an actual psychiatric 
disturbance, which often may be of a psychotic nature, results from an 
Expanding lesion or for that matter from any pathologic lesion involving 
the brain, one may usually expect to find abnormal electroencephal- 
graphic activity. The abnormality may be focal or generalized, de- 
Pending upon the location, the extent of involvement, and the indirect 
effects of the lesion. It is well to bear in mind that tumor tissue itself 
1s electrically inactive and that it is the disturbed tissue immediately 
Surrounding the tumor which gives rise to the abnormal activity. In 
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general, the greater the malignancy, invasiveness, destructiveness, and 
rapidity of expansion of the tumor, the more severe will be the EEG 
disturbance. Deep-seated tumors that do not directly involve the 
cortex, and particularly those that are slow-growing, encapsulated, 
and not associated with any appreciable increase in intracranial pressure, 
offer difficulties for accurate localization and at times produce no 
significant alterations in the EEG pattern. Since inany children’s tumors 
are posterior-fossa tumors and do not involve cortex, they may often 
go undetected by the EEG until clinical neurological symptoms are 
very definite. In these instances where the tumors produce minimal 
physiological change in the brain, which is not reflected in the EEG, 
it is unlikely that there would result a behavior disorder. In view of the 
difficulties earlier referred to for evaluating children’s records, it 15 
to be expected that the most definite indication of abnormality is a 
bilateral asymmetry in the EEG pattern. If increased intracranial pres- 
sure is present to a degree sufficient to result in the general clinical 
symptoms of nausea or vomiting and headache, then the EEG is usually 
abnormal. 


HEAD TRAUMA 


A brief consideration of the EEG’s associated with head trauma 
might be taken up in view of the post-traumatic behavior disturbances 
occasionally encountered in children. We sometimes obtain a history 
that a child apparently has adjusted well and was a well-behaved person 
until a head trauma occurred. Subsequent to this, there is a person- 
ality change often characterized by impulsive and aggressive behavior, 
irritability, emotional outbursts, hyperactivity, inability to concentrate, 
etc. All or some of these symptoms may appear shortly after the accident 
or some months subsequent to the trauma, without the appearance of 
neurological signs at any time. It is often difficult to determine 
whether the personality change is a direct result of the head injury 
and if so, whether the behavior disturbance is due to structural changes 
in the brain not sufficiently gross to produce neurological abnormalities. 
The electroencephalogram may be of valuable aid in the diagnosis 
of these post-traumatic disturbances. Where the EEG is definitely 
abnormal and particularly where it shows focal signs, it may be positive 
evidence for a “traumatic” etiology. However, if the electroencephal- 
ogram is doubtful or normal it does not necessarily imply that the 
behavior disturbance is not related to the head trauma since cerebral 
pathology may exist without being reflected in the EEG. A normal 
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EEG may serve as supportive evidence against organic causative factors, 
but it is certainly not conclusive evidence. 


Previous studies in children (S, 19) have indicated that a much 
higher percentage of abnormal uacings is obtained in problem child- 
ren with histories of head trauma ante-dating the behavior disturbance 
than in children without histories of head trauma. It is presumed in 
these instances that the trauma was of etiologic significance in the 
Production of symptoms. The extent of the damage in the more severe 
head injuries as evidenced by neurological and roentgenological findings 
tends to be paralleled by the degree of abnormality in the brain wave 
Pattern. As recovery proceeds the EEG abnormality gradually diminish- 
Ss with the disappearance of the abnormal clinical findings. Therefore 
It is conceivable that if a child receives an injury and exhibits a certain 
amount of abnormal waves, one may often determine whether these 
Slow waves are associated with the injury or not by repeating the 
electroencephalograms at various intervals subsequent to the injury, 
and noting whether they diminish or disappear from the record. 
It should be emphasized that one must be extremely cautious before 
attributing an abnormal EEG to a head trauma. 


The question arises as to the prognostic significance of an abnormal 
EEG in the post-traumatic behavior disorders. So far as I am aware, 
no investigations in children have been carried out to elucidate this 
Point. It would be difficult to answer therefore, whether a direct 
relationship exists between abnormal EEG and the degree or rate 
of improvement in a child’s behavior. Many variable factors, of course, 
may enter into the possible improvement which such children show, 
Including the type of treatment they receive, the attitudes of the 
environment towards their illness, and the abilities of the environment 
to cope with it, the degree to which the physiologic patterns have 
been disrupted by the concussion, etc. However, it seems likely that 
if a normal EEG is present, the individual might have sustained 
only minimal damage, and therefore we might possibly expect a 
better degree of recovery as growth proceeds. 

In cerebral concussion, one generally does not obtain the nerve- 
cell destruction of the cortex or sub-cortical centers to the extent that 
is obtained in encephalitis. Therefore, healing and reparative processes 
May occur to a greater degree in the concussion states than may 
take place in the post-encephalitics. One should not therefore assume 
a hopeless attitude when a child with a severe post-traumatic behavior 
disturbance exhibits an abnormal electroencephalogram. 
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It should be mentioned that the time interval which elapses 
following a head-trauma is an important factor in determining whether 
an EEG will be abnormal or not, i.e. the longer the period after 
the trauma, the more likely will the EEG be normal or at least show 
minimal changes. The longer the period of unconsciousness following 
an accident, the greater will be the likelihood of an abnormal EEG, 
and the greater the length of time it will persist. Of course, much 
depends upon the extent of cerebral damage. 


INFLAMMATORY DISEASES 


Inflammatory diseases involving the brain, particularly encephalitis, 
may result in behavior disturbances of various kinds. A common group 
in this category consists of the post-encephalitic children, who show 
disturbances similar in character to those noted in the post-traumatic 
children. Neurological abnormalities such as tremors or focal neurol- 
ogical signs may also be present. When these signs are absent, dif- 
ficulties often arise in regard to the diagnosis. The EEG may be 
utilized as substantiating evidence for the diagnosis when it 1s ab- 
normal, but it should never be used as the main criterion upon 
which to base a diagnosis of post-encephalitic disorder. It has been 
our experience that children with a history of encephalitis who show 
behavior deviations will more often exhibit abnormalities in the 
electroencephalogram than those who have no history of encephalitis, 
or other organic brain involvement. Since actual tissue destruction 
occurs in the brain in the encephalitic process, the electroencephalo- 
gram, when once found to be abnormal in the chronic post-encephalitic 
state, is expected to remain permanently abnormal. Lindsley and 
Cutts 29 have described a case of acute encephalitis apparently of the 
equine type in a child of ten which showed marked electroencepha 
lographic abnormalities during the acute phase of the illness con- 
sisting mainly of slow waves appearing in short bursts of persistent 
series in all regions of the head. Normal alpha waves were almost 
completely absent. However, as the clinical behavior of the patient 
improved following the acute episode, and as the protein content 
of the spinal fluid gradually became diminished, the EEG evidenced 
a parallel course in its return to almost normal pattern. In this 
case apparently no sequelae or complications appeared. Quite often 
histories are obtained of an actual encephalitis in a child with sub- 
sequent severe behavior disturbance and yet the electroencephalo- 
gram is found to be normal. This does not rule out the diagnosis 
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of a post-encephalitic involvement or even of brain damage, but 
merely cannot be utilized as positive evidence for such diagnosis 
because of its normal category. 


CONGENITAL DEFECTS 


All types of abnormal behavior may be seen in children with 
Congenital brain defects, particularly in view of the variability of 
such defects. When a marked asymmetry is obtained in the EEG, 
lt may be a clue to maldevelopment of one side of the brain. In 
ASE of almost complete absence of the corpus collosum, asynchronous 
activity of a fairly marked degree was noted. In these cases, pneumo- 
€ncephalographic studies are generally advised if there are no clinical 
Contra-indications. With respect to disturbances associated with men- 
tal deficiency, the EEG has not proved to be a very useful tool unless 
the mental deticiency is associated with congenital detects, with trauma, 
or with other organic cerebral changes sufficient to produce electro- 
€ncephalographic abnormalities. No useful clinical correlations have 
cen made between intelligence and the electroencephalogram. ‘The 
literature reveals that there is no specific EEG pattern characteristic 
for any grade of mental deficiency although there is a general tendency 
for .the frequency rate of the waves to shift towards the slower end 
of the frequency spectrum with lower grades of mental deficiency 
below the moron level. Cases of mental deficiency with cerebral 
atrophy, or abiotrophies or microcephalies may show either generalized 
or localized abnormalities in the brain-wave records depending, of 
Course, upon the character of the brain pathology. On the other 
hand, many cases of mental deficiency exhibit what appear to be 
Perfectly normal patterns. 

Kreezer, 21 in his studies of Mongolian “idiots”, found significant 
Correlations between intelligence level and the alpha index and alpha 
Wave amplitude, but not with alpha frequency. As the intelligence 
level increased, the incidence and the amplitude of the alpha waves 
Mcreased. On the other hand, in a group of subjects 22 who do not 
belong to any of the special clinical types of mental deficiency, but 
for whom there was evidence that the mental defect was familial in 
character, he found a significant relationship between the intelligence 
level and the alpha frequency, but not with the alpha index or the 
alpha amplitude as noted in the Mongolian type of mental deficiency. 
Further studies in certain homogeneous groups may possibly aid in 
establishing a relationship between intelligence and certain physiological 
features of the cortex, as was so well pointed out by Kreezer. 
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PRIMARY BEHAVIOR DISORDERS 


We may take up the discussion now of the EEG findings in those 
behavior disturbances where no demonstrable lesions or pathology 
are present in the brain. It is assumed that these behavioral disturb- 
ances in children are the results of environmental factors which produce 
emotional disturbances of all kinds, and may be projected into the 
different spheres of the soma as expressions of the attendant anxiety. 
In this group are included the habit disorders, the neurotic reaction 
types, and the conduct disorders. A number of studies which have 
been conducted in the primary behavior disorders have indicated a 
relatively high percentage of EEG abnormalities, generally varying 
from 65 per cent to 80 per cent (3, 24 26), The EEG abnormality 
consists chiefly in the frequent appearance of slow waves, varying 
from 2 to 7c P: S occurring at random throughout the record GE 
in “bursts” of activity in which the slow potentials appear in serial 
rhythm for a number of seconds. This abnormal activity is usually 
increased by hyperventilation. 


The percentages of abnormalities presented by these investigators 
appear to be rather high for what might be considered “functional 
disturbances, unless one wishes to assume that those children who 
exhibit symptoms in response to environmental stress, do so largely 
because of a cerebral physiologic immaturity or disturbance. This may 
very well be true in some instances, but would not seem to be 4 
likely consideration in so great a number of such children. On the 
other hand, the question may arise as to whether the emotional 
response to environmental pressures can in itself result in EEG ab- 
normalities, or in delayed electrophysiologic maturation of the brain. 
This may possibly be true in a very few occasions, but not to the 
extent of 65 to 80 per cent of the behavior disorders, It is necessary» 
therefore, that we find some other explanation for the reported high 
incidence of abnormal EEG’s. This explanation may be forthcoming 
if we refer to some studies carried out in normal children. 2,5 The 
relatively high incidence of slow waves found in these normal child- 
ren, in addition to the instability of their patterns, both in the resting 
state, and after hyperventilation might suggest that what appeared 
abnormal at first glance, might actually have been within normal 
limits for the age of the child. 

In view of the findings in normal children, large control series 
of normal groups will have to be done before any final evaluations 
can be placed on these EEG findings in the behavior disorders. Such 
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control investigations were previously inadequate. Our own studies 
at the Psychiatric Institute have given us substantially lower per- 
centages of abnormality in the primary behavior ‘groups, approximating 
an incidence of 30 per cent. This is about the same incidence of 
abnormalities as was obtained in a large group of adult patients at 
the Psychiatric Institute. 


An interesting question is whether the abnormal electroencepha- 
logram becomes normal after the behavior disturbance subsides, and 
also whether the abnormality in the EEG subsequently disappears 
a9 the child grows older regardless whether the behavior disturbance 
improves or not during his childhood. These factors have not been 
Sulficiently investigated although Lindsley has indicated that with 
t™proved behavior of certain children on benzedrine therapy no 
Significant changes occurred in the electroencephalogram. 


A few special studies and observations might be referred to. 
Rheinberger 27 investigated the EEG’s of a small group of stutterers 
and found no significant deviations from the normal. Studies con- 
ducted at the Psychiatric Institute on children with specific dis- 
abilities, including reading and writing disabilities, and, at times, 
muscular incoordinations, have shown a slightly greater incidence 
of abnormal features than was obtained in the behavior disorder 
group as a whole. There was no tendency to lateralization of this 
abnormality. A fairly consistent finding has been observed in very 
aggressive children who show marked impulsive behavior and exag- 
8erated emotional outbursts, since they will more often show abnormal 
features then will the regressive type of child. In a few such instances, 
focal abnormalities in the EEG have been noted when no neurolog- 
ical abnormalities were present which might have suggested organic 
Cerebral pathology. 

Certain questions arise in connection with the abnormalities in 
the EEG’s and the behavior disturbances. Are these EEG abnormalities 
of etiological importance in the production of the behavior disturb- 
ance, or are they common concomitant expressions of a more basic 
disturbance, or are the EEG abnormalities the result of physiological 
changes which are brought about by emotional factors? We may 
also ask whether there is any prognostic significance to an abnormal 
EEG. Some allusions to these questions have already been made, 
although one of these questions may be discussed a little further. 
It is possible that in many instances of abnormal EEG’s, we may 
be dealing with a form of immaturity in cerebral physiological develop- 
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ment or organization which cannot be detected histologically but is 
reflected in the EEG by a greater incidence of slow waves than would 
be expected in a child of that particular age group. It should be 
noted again here that patterns which are considered normal for the 
four-year-old child, may be abnormal for an eight-year-old child, 
depending upon the incidence and the frequency rate of the. slow 
waves (those less than 7 c. P s.). In other words, with the normal 
maturation process, the slow waves diminish in incidence and in their 
length, i. e. increase in frequency rate. Slow or delayed maturation 
in the organization of cerebral electrical patterns may readily reflect 
itself, or be associated with immature patterns of response of the 
organism to his environment. Whether environmental stress can in 
turn delay further such maturation process or be primarily respon- 
sible for such a delay is unlikely, but perhaps possible. We have 
noted one instance where a substantial change in the slow wave 
activity to a faster activity has occurred in a patient who responded 
very well to psychotherapy during a several months period, in which 
there was a marked lessening of his anxiety manifestations and panic 
reactions. 


Because a number of the EEG patterns in the behavior disorder 
group have closely resembled those obtained in convulsive states, they 
have been considered by some as representing a condition of psycho- 
motor epilepsy or as signifying an “epileptoid” personality. Lindsley 
and Cutts25 have stated that behavior problem children exhibiting 
electroencephalograms with a high incidence of 2 to 5 c. p. S$. waves 
have “convulsive tendencies”, and that the brain wave patterns in 
these cases are suggestive of “subthreshold convulsive activity”. It 
is the writer’s impression that such interpretations are possibly um 
founded, inasmuch as similar EEG patterns have been observed in 
so many other disorders which are in no way related to epilepsy: It 
might be emphasized that, in this connection, similarities of response 
do not always imply identity of causation. 


Attempts have been made to correlate the personality features 
of individuals with the character of the electroencephalogram. Gal- 
lagher and Gibbs ?8 studied the relationship between the electrical 
activity of the cortex and the personality in adolescent boys. They 
could find no rigid relationship between personality and the electrical 
activity of the cortex, but they did express the opinion that if the 
electrical activity of the cortex falls within certain normal limits the 
chances that the personality will be normal are increased ; if it departs 
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widely from the norm, the chances that the personality will be either 
poor or good are increased. Cortical activity that is unusually slow 
is likely to be associated with “poor personality” and cortical activity 
that is unusually fast with good personality. Lemere?? reported a 
relationship between schizoid and cyclothymic personality and the 
amount of alpha activity in the electroencephalogram. Schizoid persons 
tend to show a lower alpha incidence in their EGG’s as compared with 
average normal controls, while cyclothymic personalities usually exhi- 
bit a more prominent alpha rhythm. Saul, Davis and Davis 3° have 
considered the relationship between alpha activity and active or pas- 
sive personality which was classified by psychoanalytic methods. They 
stated that the active personality type tends to have less and the 
passive more alpha activity. Gottlober*! in his investigations of 
personality types, which he classified as either extrovert or introvert 
type, found that extroverts tend to have more alpha activity than 
introverts. Our own findings at the Psychiatric Institute have been 
in essential agreement with those of Lemere, Gottlober, and Gibbs. 
It is difficult to carry out correlated studies between personality types 
and the electroencephalogram unless one deals with more or less pure 
types where not only the deeper psychological attitudes of the patient 
are taken into account, but also his level of social adjustment, his 
physical habitus, and perhaps other factors. Jasper, Solomon and 
Bradley 23, Lindsley and Cutts °, and also Gottlieb and co-workers 18 
all found a slightly greater incidence of slow waves in children whose 
general behavior was poor in the social sense. It has been suggested by 
these investigators that besides environmental factors which may be 
acting as a determinant of personality, it is possible that certain organic 
factors which affect the brain may also act as a determinant of the 
personality. It is of interest, in this connection, that Gottlieb in his 
study of behavior disorders, observed that a significantly greater 
proportion of abnormal EEG’s was found in those children whose 
parents were psychotic, alcoholic, or maladjusted personalities than 
in those children with behavior disorders whose parents were ap- 
parently normal individuals. 


CONVULSIVE DISORDERS 


Since so many of the behavior disturbances noted in children 
have often been attributed to a so-called “epileptoid” personality 
with or without the clinical manifestations of a convulsive disorder, 
it would be well to consider briefly the convulsive states. The electro- 
encephalogram has been of exceptional value in aiding with the 
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diagnosis of convulsive disorders, whether of the petit mal or grand 
mal type. In the adult, the characteristic feature of the tracing consists 
in the appearance of slow 3—4 cp.s. waves of moderate to high 
amplitude appearing serially. This serial rhythm of slow waves may 
suddenly appear in a burst of activity for one or more seconds and 
then abruptly give way to what appears to be a perfectly normal 
pattern. These bursts may occur frequently or only occasionally through- 
out the record, and because of this finding, Gibbs and Lennox ** 
have referred to the convulsive state exhibiting this phenomenon as 
a “paroxysmal cerebral dysrhythmia”. They have also described a 
“wave and spike pattern” recurring at about a frequency of 3 c.p.s. 
in serial activity as being pathognomonic of petit mal epilepsy. These 
findings have been confirmed by many investigators. In addition, 
it is known that hyperventilation for a period of one to two minutes 
usually increases the incidence of the slow waves. Thus, Jasper and 
Nichols 33 have stated that hyperventilation may be used to reveal a 
latent pathological condition or a “vulnerability” of the cortex to 
epileptic discharges, even though a seizure is not induced. Although 
the recognition of these abnormalities is a fairly simple matter in the 
recording of an adult, it is sometimes a difficult task in the young 
child’s record, where so often slow waves are normally observed. In 
addition, a short period of hyperventilation in a child below eight 
years of age will often normally result in continuous series of high 
amplitude 3—4 c.p.s. waves. Therefore, caution must be exercised in 
appraising a child’s record for evidence of a convulsive state. However, 
if a “wave and spike” pattern is noted, then one would have very 
good reason to make a diagnosis of epilepsy, providing, of course, 
that clinical symptoms are present. 


It is of interest that some convulsive states apparently initiated 
by a severe trauma to the head, or associated with a history of enceph- 
alitis antedating the convulsive attacks, exhibit electroencephalographic 
abnormalities during the asymptomatic period that are not distinct 
from those obtained in convulsive states of the cryptogenic or “idio- 
pathic” variety. Jasper and co-workers 3t have reported activity resembl- 
ing that seen in petit mal epilepsy in a number of cases subsequent 
to an injury to the head. 


In some cases, a focus of slow waves is evident, thereby sug- 
gesting a condition of “focal epilepsy” where the localized region in 
the cortex acts as a “trigger zone” and induces a focal or generalized 
seizure. The “seizure waves” may appear first in some particular 
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area before spreading to the rest of the cortex, immediately preceding 
an attack. The methods in use for localization of such regions have 
been described by various investigators. Golla and his associates 35 
have described the presence of single foci with “mirror” foci in 
corresponding regions of the opposite hemisphere, particularly in young 
children and early cases of epilepsy. He also described multiple foci 
in individual cases, in addition to “shifting” foci. It is possible that 
the delineation of a focus in certain cases by the electroencephalogram 
might provide an indication for surgical removal of that portion of 
the cortex, particularly if the local abnormality is due to an underlying 
histopathological change of the type described by Penfield, If the 
electrocortical dysfunction is recorded over the entire surface, then 
it is likely that surgery will be of no great value. 


_ OF further interest is the finding by Gibbs of EEG abnormalities 
in cases diagnosed as “psychomotor epilepsy”, and displaying such 
symptoms as involuntary tonic movements, “unpleasant outbursts” or 
sudden temporary personality changes, which the patient may be 
completely amnesic to after the attack. 


These abnormalities are most pronounced and almost invariably 
present during the actual attack, but may be observed during the 
Seizure-free period. Occasionally one may encounter children who 
Show impulsive outbursts of aggressive behavior with, however, no 
amnesia for such outbursts. Occasionally these patients have been 
described as having an “epileptoid personality” and thereby related 
to epilepsy; such patients often reveal abnormal EEG’s. However, it 
should be cautioned that unless the electroencephalogram shows the 
characteristic features of the convulsive states, it should not be construed 
as necessarily supporting a diagnosis of a convulsive-type of disorder. 
However, even where characteristic convulsive EEG patterns are noted, 
when the children do not have amnesia for the outbursts which 
Suggest “epileptoid personality”, one should question the diagnosis 
of psychological variant of epilepsy. 

Quite recently, Owen and Berlinrood *? have reported EEG studies 
on eight cases of typical pyknolepsy. These cases were similar to petit 
mal epilepsy except for the mildness of their symptoms, the lack of 
deterioration, and a tendency to spontaneous cure. However, from the 
EEG study they concluded that the condition was a form of petit mal 
epilepsy and that during the active phase of the illness a typical wave 
and spike pattern was found which, of course, is highly characteristic 


for petit mal epilepsy. 
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DELINQUENCY 


A fairly extensive investigation conducted in recent years ag none 
cated that delinquents could be divided into two main groups, - FA 
so far as general behavior was concerned. The first group, in w A ; 
was believed that an “organic” factor operated, revealed a high incidenc 
of abnormal EEG's. (73 per cent). The symptoms of these delinquents 
consisted of assaultive tendencies resulting from emotional instability, 
irritability, poor self-control, school mal-adjustment related tò rest- 
lessness, distractibility, short attention span, inability to a 
and inability to adapt to a program of highly restricted activity an 
sedentary study. There was often a history of severe head nome’ 5 
encephalitis in the child, or a history in some of the family membe : 
of alcoholism, epilepsy, and deviate personalities. The second group i 
children which was the much larger group, consisted chiefly of iatan 
of stealing, particularly group stealing, and kindred activity. — 
children did not have any histories of severe head trauma, of epilepsy, a 
of encephalitis. A much lower percentage of abnormal EEG’s was mer 
in this group (30 per cent), approximating the incidence of E 
observed in our primary behavior disorders. This would indicate p 
disordered brain physiology as indicated by the electroencephalogra 
does not contribute to the explanation of most cases of — 
So far as “organic” types of behavior syndrome were concerned, it ei 
possible that an organic or biologic determinant was directly or pane 
ly related to the delinquent behavior. Since the patients in this study 
were committed to training schools and were essentially similar to groups 
of delinquent boys committed to other training schools is aoe 
the country, it is evident that for the majority of such cases abnorma 
or organic cerebral pathology cannot be invoked as an important wo 
in the production of delinquency. Although in general the record o 
an abnormal electro-encephalogram in a seriously delinquent boy prob- 
ably justifies a more serious view of the prognosis than would other- 
wise obtain, a defeatist attitude is in no sense justified merely because 
of evidence of electro-cortical dysfunction. 


SCHIZOPHRENIA OF CHILDHOOD 


Relatively little data exists regarding the EEG findings in this 
disorder. This may be due partially to the infrequent occurrence of 
schizophrenia in children who are below the age of physiological pub- 
erty, and also to the difficulties involved in making such a diagnosis. 
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In studies conducted at the Psychiatric Institute 3, it has been found 
that the electroencephalograms bore no definite relationship to the cha- 
racter or severity of the clinical states. However, where gross organic 
involvement of the brain was demonstrated by clinical and air ence- 
phalographic examinations, abnormalities were observed in the electro- 
encephalograms. In the schizophrenic patients who showed no such 
evidence of organicity, even those maintaining deteriorated levels, there 
was no significantly greater incidence of definitely abnormal records 
as compared with the primary behavior disorders. 


SUMMARY 


It would appear that, in general, behavior disorders in children 
which are related to actual cerebral damage or organic defects of one 
type or another, show a high incidence (over 70 per cent) of abnormal 
electroencephalograms. As a general principle, it may be stated that 
whenever psychotic or scriously disturbed behavior in a child is a result 
of any toxic, infectious, neoplastic, traumatic, or other organic involv- 
ement of the brain which may or may not be evident on clinical 
neurological examination, we generally find abnormal electroencepha- 
lographic activity. 


In the so-called functional disturbances of children, particularly 
in the primary behavior disorder group, a substantial percentage show 
abnormal electroencephalographic activity (25—30 per cent). It should 
be emphasized that the term “abnormal” is used advisedly, since it 
does not necessarily imply organic disturbance, but an electrophysiologic 
deviation from the average or the norm for that particular age group. 
In such cases, the question arises whether some children whose reactions 
were considered largely the result of environmental or social factors, 
may not have as an additional factor in the determination of their 
personality, a physiologic or constitutional cerebral “weakness”. It is 
possible that such “weakness” may not endow the child with sufficient 
resistance to withstand the environmental pressure, and may, in ad- 
dition, prevent him from maturing at an average or normal pace. 


In the study and diagnosis of the various behavior disorders in 
children the electroencephalogram has come to be recognized as a most 
useful implement. It is possible that. in the future, with the accum- 
ulation of further data, it may become an important prognosticating 
agent in addition. 
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MALE SEX DELINQUENCY AND 
COMMUNITY RESPONSIBILITIES 


By LEWIS J. DOSHAY, M.D., Ph.D. * 


In the course of a five year study? of boy sex offenders and their 
later careers by the author, the significant discovery was made that 
primary or so-called true juvenile: sex offenders are curable, under the 
impact of an open exposure of their offenses to the family, accompanied 
by a proper sex reorientation of the delinquent by a trained psychiatrist. 


r By primary sex offender is meant a boy or adolescent, who is de- 
linquent in no respect other than sex. The term encompasses boys of 
favorable background, development, personality, and behavior who, un- 
der pressure or connivance of adult degenerates, or juvenile delinquents, 
Passively submit to immoral practices. It also covers cases of otherwise 
good boys, who through internal curiosity, impulse, momentary temp- 
tation, or imitation of others, at the time of pubescent gonadal excit- 
ment, wilfully engage in immoral acts of one type or another. 


The cases utilized for the investigation included all male sex offend- 
ers, with the exception of the feeble-minded, who were studied and 
treated at the Children’s Court Clinics of the different boroughs of 
New York City from 1928 to 1934, inclusive. They were classified in 
two essential groups: those who had committed sexual offenses only, 
or the primary sex group, and those who committed general offenses, 
such as stealing and burglary, in addition to the sex offenses. This latter 
group was designated as the mixed sex group and was employed chiefly 
for comparisons of personality make-up and later life outcome with 
the group of primary cases. 


* Psychiatrist, Children’s Court, New York City. 


1 Doshay, L. J., The Boy Sex Offender and His Later Career, New York, Grune 
and Stratton, 1943. (Much of the material utilized in the writing of this lecture 
is freely borrowed from the book, and the Publishers have kindly granted their 
consent for its use). 
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It was learned from a study of the case histories and the statistical 
digests that the primary group boy develops in a slightly better home 
and neighborhood; the parents are slightly better educated, and hold 
slightly better jobs; they are less dependent on public subsidy, and are 
slightly more constructive ; closer supervision and guidance is offered 
the children; less alcoholism, criminalism, and brutality exist in the 
parents ; slightly higher ethical and moral standards, and a greater civic 
sense prevail in the home; there is a greater family interest and invest- 
ment in the boy, serving to offset adverse environmental influences- 
In turn, the boy’s response to this is a greater spirit of family loyalty, 
a greater sense of obligation to conform to home, school, and social 
requirements, greater self-respect, and a stronger resistance to break- 
down of personal and family standards through gang pressure or internal 
impulses. His personality is more stable, and he exercises greater self- 
restraint in all behavior, and has a tendency to continue the family 
tradition of self-improvement, and respect for law and order. A boy 
with the personality configuration described above, fortified by the 
confidence and support of kis family, could succumb to a new and 
unprepared for sex indiscretion and yet quickly rebound to his former 
poise and become resistant to further sexual or other temptations. 


The sex offenses covered a wide variety of violations of the social 
codes, such as lewdness, voycurism, excessive or mutual masturbation, 
exhibitionism, fornication, assault, incest, and passive or active perverted 
practices with juveniles or adults of the same or the opposite sex- The 
cases studied in the clinics reached the Children’s Courts through 
private and public institutions, social welfare agencies, parents, guard- 
ians, and officers of the law. They therefore represent a fair cross- 
section of boys’ sex offenses in the community. The boys during the 
initial sexual offense were in the range of seven to sixteen years, but 
during the follow-up stage of the inquiry, their ages ranged anywhere 
from sixteen to twenty-cight years, providing a fair cross-section of life 
when serious offenses are manifested, by those who are likely to deviate 
into crime. 


Open exposure refers to the conditions under which the sexual 
offenses obtain free discussion with the parents or guardians, in the 


open proccss of the juvenile courts in New York City, in the presence 
of the boys. 


While the derivations of the study rested upon court-treated cases 
only, it was felt that any other community treatment program which 
served to arouse an adequate response of guilt and shame in a sexual 
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offender, by approximating the procedure employed in the court room, 
should probably prove just as effective. The findings afford the impli- 
cation that haphazard treatment, or the glossing over of sexual escap- 
ades is likely to fail to instil the necessary deterrents in the boy’s con- 
scious and unconscious mind, for the lasting prevention of recidivism 
in later years. Proper treatment through strong re-awakening of power- 
ful latent currents of shame and guilt, related to the period of early 
bladder and bowel control, was found to regularly deter primary or 
true sex offenders from becoming a nuisance or menace to society in 
adult life. à 


Juvenile sex offenders should be regularly referred to a psychiatrist, 
if available, for the initial study, sex hygiene guidance, and re-orient- 
ation of the boy in the presence of his family. Psychiatric treatment of 
the juvenile sex offender should be confined to this original sex orient- 
ation, unless special indications exist, such as enuresis, phobias, inferior- 
ities, general nervousness, mental conflicts, physical maladjustments, 
school problems, restricted social and athletic life, etc. It is desirable 
that after the original psychiatric approach, parents, probation officers, 
and social workers refrain entirely — unless warranted by circumstances 
— from reference to the sex offense in later contacts with the boy, since, 
as previously indicated, the condition is self-curing. Sharp criticism of 
the juvenile by parents or guardians is uncalled for, and spying on the 
boy should be avoided, lest these operate adversely in overfixating the 
Sense of guilt, with possible undesirable sequels of emotional imbalance, 
inferiority, loss of self-respect, feelings of futility and distrust, and 
perhaps complete abandon. 

While an acquaintance with the psychodynamic principles of psycho- 
analysis on the part of the psychiatrist is helpful for a proper approach 
in the process of reorienting the sex delinquent, orthodox psycho- 
analytic treatment of the juvenile sex offender is not indicated and 
should be avoided2, because of the possibility of severe and lasting 
damage to the personality, arising from the long-drawnout procedure and 
the inevitable overemphasis on the original sex offense, which is frequent- 
ly opposite to the needs of these juvenile cases. 


Among the other interesting discoveries of the study are the fol- 
lowing items : 


2Even Sigmund Freud, in his Collected Papers, admits the absolute futility 
of employing psychoanalytic treatment in juvenile life: "I recognize the following 
aa alons in the psychoanalytic method—it demands a certain amount of clear- 
ightedness and maturity in the patient, and is therefore not suited to youthful persons.” 
Collected Papers, vol. 1, p- 245. 


128 LEWIS J. DOSHAY 


1. The age of the parents, or the disparity in the ages of the par- 
ents, at the time of conception of the delinquents, bears no relationship 
whatever to their sexual offenses, thoroughly disproving an unfounded 
notion persisting in some of the literature. 


2. The finding of only 4.3 per cent of mild glandular defects, 
particularly in a series of sexual offenders, clearly indicates that delinqu- 
ency and criminality, sexual or general, do not derive from this source. 

8. All the adult sexual failures among the general delinquents of 
the mixed sex group were found to have been post-pubescent at the 
time of the original Children’s Court treatment, indicating that the 
pre-pubescent of this group responded far better to redirection. It points 
to the need for juvenile sex offenders of the mixed group type to obtain 
deterrent treatment as early as possible. 


4. Among the 256 cases in the study, only two boys were found 
so abnormal in personality and so fascinated by the perverse practices 
as to warrant the designation of “homosexual”. Henry? refers to them 
as “sex variants”. All other cases were motivated toward the immoral 
practices by momentary impulse, imitation of others, seduction, force, 
bribery, curiosity, desire to gain the favor of older gang members, OF 
glandular excitement. On sober reflection, almost all the sex delinquents 
during interviews felt ashamed and guilty about their acts, manifested 
revulsion toward their experiences, and appeared to retain no trace 
of inclination toward a return to the practices. 


It was often interesting to observe hardened delinquents of 
the mixed sex group — who displayed no hesitancy in justifying 
acts of violent assault, stealing, or burglary, on one pretext or an- 
other — register deep shame, chagrin, and guilt over a compar- 
atively minor sex indiscretion. As an instance may be cited the 
case of an eight-year-old, rather precocious Irish boy, who surely 
had little leaning toward or grasp of the meaning of communism 
— but not to the exclusion of seizing upon anything serving his 
advantage. Thus he said: “Why shouldn’t I steal the bicycle ? 
Why should the other kid have a bicycle and me not? He's nO 
better than I am. Why, look at Russia. There everyone is given 
the same things. What about the bankers, where do you thin 
they get their money? They steal it, that’s how they get rich. 
Look at all of them that’s been caught and sent to jail”. 


These and other expressions permeating the boy’s speech 
served to indicate the extent to which his weak ethical concepts 
had been nullified and outwitted by his ready defense. There 
was no trace of internal shame or guilt; instead, his chief concer? 


3 Henry, G. W.: Sex Variants, New York, Hoeber, 1941. 
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centered about establishing external personal protection against 
the outside so-considered unjust world; he felt inwardly secure 
through a secret consciousness of harboring similar views as his 
parents, who had already openly condoned the act as à petty affair, 
common in many children, and occasioned by the influence of 
other “bad” boys who should be punished, their own being not 
to blame. This same boy, however, when faced with a petty sex 
situation on a later day, figuratively melted away. There was not 
a sign of defiance in his manner or speech. There was no berating 
the community as unfair, nor any attempt to justify his act. There 
was total self-condemnation, due to the strong unloosened currents 
of the shame and guilt that shook him to his very core. There 
was no attempt at display of ego, and no feeling of triumph in 
glib defensive remarks. He was no longer a martyr or champion 
of the cause of the “have-nots”. He felt exposed and stripped of 
all protection, even that of his parents, who themselves now were 
gravely concerned over the disgrace to the family and what the 
neighbors and relatives might think if they should learn of their 
son’s “depravity”. The boy, now distraught within, turned to the 
outside, not with defiance and justification, but with humility 
and contrition, seeking help, sympathy, and guidance — a sharply 
different response from that in relation to his general offense, and 
hence offering entirely different prospects for prediction and 
treatment. 


5. An interesting finding of the study is that court- and clinic- 
treated mixed group members, who committed sexual offenses in later 
years, did not fulminate into adulthood with violence, as in the case 
of the general offenses, in which half of the mixed group failures 
employed guns and other dangerous weapons. The “conclusion derived 
from this is that in the matter of the adult sexual violations, the com- 
munity is afforded ample time and opportunity for a thorough re- 
evaluation of the make-up and prospects of the failures, with a view to 
either segregation or treatment, whichever best serves the interests of 
the community and the individual. 


6. Still another important finding of the study, the full significance 
of which is not yet clear, is that adult sex failures of the mixed group 
tend to revert to the same type of sex offense as was practiced in juvenile 
years: thus the delinquent who stripped little girls behind sand piles 
in early adolescence, commits the same offense in adult life; the one 
who made sex attempts with girls on the roof, acts similarly in adult- 
hood; the one who took girls into cellars, continues to do the same in 
later life; the delinquent who performed sodomy on his sister in 
Juvenile life, repeats the same act upon this sister in adult life. as soon 
as his father deserts the home, etc. 
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Court-and clinic-treated juvenile sexual offenders are probably not 
the source of the dangerous sex criminals that disturb society from time 
to time. From the finding that only eight adult mixed group sex failures, 
committing sneak acts with little girls or perversions with males, appear 
among the 256 juvenile sex offenders, comprising all the male sex 
cases (except the feeble-minded) in the New York City court clinics 
during a period of six years, it does not seem likely that this element 
is the origin of the vicious sex fiends found in the community. It is 
probable that adult sex criminals of violent type stem not from court 
and clinic-treated cases, but rather from juvenile sex offenders who 
failed to obtain the benefits of such treatment, as in instances where 
juvenile sex offenders remain undetected, where parents hush known 
sex events through fear of family embarrassment, or where treatment 
is rendered haphazardly and ineffectively. Under such circumstances, 
with inadequate stimulation of the reactions of shame and guilt, sexual 
recidivism may, through continued conditioning, become secretly fixed 
in juvenile life, so that boys of this type may enter adulthood as vicious 
sex psychopaths, and commit violent crimes of passion, without insight 
or effective inner deterrents. No such instance appeared among the 
256 cases in the series. The inference elaborated above should actually 
warrant a special study of outcomes among a large sampling of juvenile 
sexual offenders who have not been treated in court and clinic. How- 
ever, there is partial support of the view expressed in the interesting 
item of Henry and Gross‘, in a recent study of adult homosexuals, 
showing that only one among a hundred had a juvenile court record, 
and even this instance is not qualified as to whether this was on the 
basis of a juvenile general or sexual offense. Another such item appears 
among the findings of the Gluecks 5, where, in a survey of the later 
careers of a thousand juvenile delinquents, twenty-two adult sex offend- 
reo re as only one among them with a previous record of 

Juvenile sex offense ; here, however, the particular 


adult sexual violation is not qualified in regard to whether it was of 
violent or mild type. 


The findings afforded clear criteria for prediction, that given a boy 
of good background and personality, who is not beyond family, school, 
or community control, the later life Prospects are favorable under 
correct treatment, regardless of the nature or severity of his juvenile sex 


4Henry, G. W., and G: : i 
A Te. o ine Toss, A. A.: One Hundred Underprivileged Homosexuals, 


5 Glueck, S. S., and Glueck, E. T.: One Th i à idge, 
Mass.: Harvard University Press, 1934. ne nO esi Janete Delinguents Camere 
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offense. In considering the types of sex offense, the only item of signal 
difference between the two compared sexual groups is the occurrence 
of twelve instances of incest with sisters in the mixed group; two of 
these girls became pregnant and bore babies, a rather sordid index of 
the extent of disorganization in the homes of these delinquents. There 
was only one instance of attempted incest in the primary group. Other 
than this, the primary group boys engaged in as many and in the same 
kind of sex offenses as the mixed group boys, and with fairly equal 
forcibleness, wilfulness, and violence. It should therefore be apparent 
that, if the prediction for and treatment of a sex delinquent were to rest 
entirely on the type and severity of his sex offense, great injustice might 
be done to boys with good prospects, and unconstructive leniency pos- 
sibly shown those with warped minds and poor outlook. The study 
clearly reveals the need for, and importance of, judging the total person- 
ality of the child, rather than his sex act. The wilful, forcible, and 
violent sex acts are regularly committed by the post-pubescents, whereas 
the prepubescents largely engage in passive sex roles. 


The study disclosed that immature and defenseless children require 
close supervision, guidance, and protection from parents to shield them 
from the pressure, intrigue, and evil influence of degenerate types. Many 
Parents could profit from special lectures by qualified personnel of the 
School department, toward a better understanding of the hazards to 
which unprotected boys are exposed, in the complex milieu of a large 
cosmopolitan city. In particular, they should be warned to guard their 
children against accepting favors or money from “benign-looking” 
Strange men; against visiting strange men’s homes, so-called “clubs”, gang 
dens, or huts; against accepting any interest from adults, especially 

artistic” or “gifted” types; against children obtaining toys or money 

from unknown, unexplainable, or uncertain sources; against young 
boys being left in the supervision of a neighbor’s or relative’s adolescent 
Son; against permitting children to sleep together, especially a boy 
and his adolescent sibling ; against children idling at night on corners, 
or in candy-store hangouts, etc. 


Penetration of the causes of sexual delinquency revealed that no 
Specific single factor, of congenital, hereditary, glandular, physical, or 
biological nature, accounts for the commission of immoral acts by boys, 
but that a frequently disturbing and contributing factor, particularly 
among exitable young adolescents, is ignorance of sex hygiene, growth, 
and life. On the basis of this finding, it was concluded that every 
child in puberty is entitled to receive the benefits and protection of 
Sex hygiene education, through the medium of the school, which affords 
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these young people all other forms of educational preparation, toward 
a fuller adjustment to life’s situations and conditions. It is furthermore 
apparent that as long as the school continucs to evade this important 
duty, just so long will it continue to fail the younger generation in one 
of its most vital needs. Many of the juveniles come from homes of 
feeble-minded, ignorant, or psychopathic parents, who are inadequate 
to properly present such a delicate subject to a growing boy. Still other 
families harbor such prudish standards that parents shy away from any 
mention of sex, forcing the curious, confused, and excitable pubescents 
to seek whatever enlightenment they may obtain in random bits of 
misinformation in the street, at a great sacrifice of pride, time, and health. 
Most often they do not even trust the source of this knowledge and are 
left insecure, uncertain, and bewildered, in regard to a matter of greal- 
est concern to their well-being, happiness, and social adjustment. 


One might justly query, of what earthly value or use is the entire 
educational program to an adolescent, whose mind is continually 
clouded and distressed by secret sex guilt, excessive introspection, and 
destructive auto-criticism ? How much of profitable new knowledge can 
an adolescent possibly acquire or assimilate, under these circumstances? 
Many boys in such difficulties become abnormally shy, self-conscious, 
and introverted, and some regress into a schizoid state, with all of life’s 
dreams, aims, and ambitions so morbidly twisted and stifled as to be 
unrecognizable from the original. It is possible that some of the cases 
of dementia praecox, and perhaps some of the cases diagnosed as psycho- 
pathic personality and neurosis, take their root in undisclosed sexual 


maladjustments, that develop from misconceptions formed during 
adolescence 8, 


Still other boys deviate into sexual offenses ef one form or another, 
because of ignorance, sacral tension, and pressure of internal impulses. 
It was noted in the court study that neårly all of the post-pubescent 
sexual offenses could have been obviated under proper sex hygiene 
teaching. Similarly, many thousands of sexual offenses, that do not reach 
court attention, would be avoided and the boys spared the guilt and 
unhealthy conditioning of such experiences, and the community the 
damage. 

All this could be prevented if the school would accept its dutiful 
obligation to society. Since every boy passes the most crucial years of 
adolescence at school, this is the only community agency that could 


6 Henry, G. W.: Sex Variants. New York, Hoeber, 1941, p. 1025. 
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effectively perform the important function of providing sex hygiene 
guidance to the younger generation’. 


Still another significant issue, evolving from the study, concerns the 
challenge of the general delinquents of the mixed sex group. This group 
had been involved in other social violations, such as burglary, stealing, 
and truancy, in addition to the sexual offenses, and was utilized especially 
for comparisons of make-up and outcomes, with the group of primary 
or true sex offenders. These mixed group boys were found to stem from 
Worse backgrounds and homes than the primary and their parents were 
not only heavily weighted in undesirable qualities, but were also found 
pitifully lacking in favorable or counterbalancing traits. Parental super- 
vision was found very lax in this group, and there was less interest in 
the boys, less control and direction of their activities, and greater op- 
portunity for them to acquire street training, domination, direction, 
and conditioning by predatory gangs, that regularly infest underprivileg- 
ed neighborhoods. They were very early and successfully taught all the 
arts and skills for evading their duties, including school and church 
attendance. There were the compensating pleasures of free time, uncont- 
rolled activities, and abandonment to hazardous adventures. All this 
led to some conflict with the parents, which was soon overcome by an 
assertion of ego, inspired by promptings from the gang and fortified by 
several desertions of home, as a display of independence from family 
control, and capacity for self-determination. There was an increasing 
reliance upon the gang for security, comfort, and the satisfaction of 
wants and pleasures, gained largely through various stealing ventures. 
They maintained late hours, truanted, or obstructed the orderly proces- 
ses of the class when present, and engaged in dangerous recreational 
activities. They lost respect for authority, for their parents, and the 
community. In the course of development as gangster prototypes, they 
engaged not only in general delinquent offenses, but also in sexual 


at home as much help as they need in their various perplexities with regard to 
Sex. In numerous instances parents are in fact unprepared — either in emotional 
adjustment or in possession of factual knowledge—to accept in full the responsibility 
that some educators would leave wholly to them. Thus this aspect of the adolescent’s 
education, too, is a responsibility of the school, and had best be planned for.” Zachry, 
pp s grotion and Conduct in Adolescence, New York, Appleton-Century, 1940, 
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offenses, through the pressure of the gang leaders, the connivance of 
adult perverts, wilfulness, or the prompting of pubescent glandular 
excitement. 


The particular challenge of the juvenile mixed group to the com- 
munity, referred to before, rests not, however, in the danger of return 
to sexual offenses in later years, but rather in the tendency for a continu- 
ance of the general delinquent traits into adulthood, in the form of 
serious crimes of burglary, assault, robbery, arson, racketeering, etc. Many 
of the general delinquent group were found to be suffering from a 
paranoid attitude towards society, from a fixed psychopathic personality, 
a severe neurosis, or general maladjustment, due to morbid instability, 
so that repeated court appearances, either in juvenile, or adult life, 
failed to alter their warped personality, outlook, attitude, or behavior 8. 


The special attention of a vigorous program® is desperately needed 
for the prevention and proper solution of the problem created by the 
juvenile general delinquents, such as are found in the mixed sex group, 
who constitute a severe challenge to the community, in that they fairly 
regularly tend to mature into professional criminal characters, and 
help to swell the ranks of the ever-expanding army of criminals, gangs- 
ters, and rachetcers. 


It is worthy of repetition, however, to note that the most significant 
finding of the entire study is that boy sex offenses do not constitute a 
problem to the community, if treated by court and clinic, since the 
initial hearing and psychiatric reorientation suffice to arouse strong 
latent moral currents of shame and guilt that operate as effective deter- 


rents against recidivism, the condition thereafter tending to be self 
curing. 


8“The items of outstanding significance among the adult general failures, aS 
noted in the case histories, are the markedly poor backgrounds, the unstable an 
psychopathic personalities of these individuals, the almost inevitable criminal careers 
that follow, the ever increasing severity of the offenses, the frequency of adult court 
appearances without apparent deterring effect, the great amount of fruitless labor 
and cost expended by the public and private agencies, in addition to the assumption 
of great hazards by the community—all in the interest of a vicious group of neurotic, 
psychopathic, and hopelessly maladjusted individuals.” Doshay, L. J., The Boy Sex 
Offender and His Later Career, New York, Grune and Stratton, 1943, p- 123. 


9A program such as would likely meet this need is offered by the author 10 
a chapter, entitled "The Challenge and Solution of Juvenile Delinquency”, whic 
is to appear in the Encyclopedia of Criminology, shortly to be published by the 
Philosophical Library, New York City. 


PSYCHOSES IN CHILDREN 


By CHARLES BRADLEY, M.D. ° 


Psychoses are not common in childhood, and when encountered are 
apt to be distinguished by signs and symptoms differing from those 
which characterize similar disorders in adult patients. Moreover, some 
psychoses of adults, such as paranoia and true depression, do not occur 
at all in children. In spite of the fact that at least one of the older standard 
text-books on child psychiatry stated categorically that all the mental 
disorders of adult life could occur in children, present knowledge indicates 
that this is not always the case, and that the term psychoses is best not 
applicd to children in the sense of specific mental disease or disorder. 
There has, until recently, been a tendency to discuss this subject in 
child psychiatry by presenting classical descriptions, and groupings of 
adult disorders, and trying to fit certain maladjusted children into these 
fixed categories. 


Descriptions of “psychotic episodes” or “psychotic behavior” are 
much more frequently found applied to children. In the absence of 
any specific, clear-cut, and widely accepted definition for psychosis it 
may be helpful to propose one for our present use, and following current 
Practice among those who deal with children, to base our definition 
on what may be objectively observed in patients of this age range. It is 
Suggested that psychosis be defined as: a severe mental disturbance or 
Pathological reaction pattern in which all the usual forms of adaptation 
to life are involved. In other words “the disorganization of the person- 
ality is extensive”. 1. 

In adults common evidences of psychosis are lack of insight, and 
the presence of hallucinations and delusions. In children these particular 
Phenomena as deviations from normality are quite unusual, possibly 
because the immature psyche has not developed capacities which may 
be disturbed so as to produce these symptoms. It is therefore necessary 
to use other than conventional criteria in diagnosing a psychosis in 


° Director, Emma Pendleton Bradley Home. 
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childhood. In general, these criteria involve comparing clinical manifest- 
ations in maladjusted children to reactions which are accepted as normal 
and healthy in well adjusted children of the same age and maturity. 


Until very recent years the term “child” has been used very loosely. 
In statistical reports and even in research activities patients as far into 
adolescence as the sixteenth or even eighteenth year have been clas- 
sified as children. Recently it has been suggested? that individuals 
who have passed their thirteenth birthday, or who show psychological 
evidences of puberty, be no longer considered children. The majority 
of the most recent reports on psychoses in childhood have followed this 
recommendation. 


It has been customary to classify psychoses as organic, toxic, OY 
functional. Those incidental to structural changes in the central nerv- 
ous system fall into the organic group and are outside the scope of this 
chapter. Toxic and functional psychoses in children will be discussed, 
but primarily from the viewpoint of the clinician who is confronted 
with the child, and whose immediate concern is diagnosis, treatment, 
and prognosis. Our available knowledge of the psychodynamics of 
childhood does not give us as complete an understanding of individual 
signs and symptoms in the psychoses as it does in some other children’s 
disorders. 


Clinically children’s psychoses (excluding here those caused by 
known structural changes) fall into two convenient groups. The 
first are psychoses symptomatic of accompanying physical illness. The 
second are those whose cause we do not know and, in our present 
ignorance, term functional. The former are mainly acute, their major 
symptoms are those of delirium (confusion and clouding of sensorium) » 
their prognosis is good with complete recovery providing the accompany- 
ing illness responds to treatment, and they are differentiated by physical 
diagnosis of the accompanying illness rather than by their psycho- 
logical manifestations. Some of them in other terminologies a" 
classifications would be grouped among the deliria, the toxic psychoses: 
or as dysergastic reaction patterns. They are encountered much more 
frequently by the pediatrician or family physician than by the psychiatr- 
ist, and are often not thought of as psychoses at all. Remarkably 
little has been written about them in the psychiatric literature. 


The chief functional psychosıs of childhood is schizophrenia. 
Manic depressive psychoses are of rare and questionable existence 
before puberty, and the other classical functional psychoses of adult 
life are not seen, or at least diagnosed, in childhood. 
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THE SYMPTOMATIC PSYCHOSES OF CHILDHOOD 


_ Delirium as a symptom of physical diseases is fairly frequent. It 
1S a temporary mental disorder, usually occurring in the presence of 
other diseases, and is manifested by clouding of the sensorium, dis- 
orientation, and blunting of critical faculties. Speech may be incoherent 
and motor activity purposeless. The ideas expressed during delirium 
may be of all sorts and their content entirely unrelated to any obvious 
Stimuli. As the disturbance is severe and involves all the usual adapt- 
ive faculties, the patient may be considered temporarily psychotic. 
The symptomatic psychoses of childhood fall into four groups 
depending on the nature of the physical disorder of which they are 
Symptomatic. The actual symptoms, in so far as observable behavior 
is concerned, may not differ materially from group to group. The 
course and duration depend entirely upon that of the underlying 
Physical disorders, concerning which at present our knowledge is 
Somewhat more complete. The four groups are as follows: 


Psychoses symptomatic of febrile diseases. 

Psychoses symptomatic of drug (chemical) intoxication. 
Psychosis with Sydenham’s chorea (chorea insaniens) . 
Psychotic episodes occurring in the course of convulsive dis- 
orders (cerebral dysrhythmia) . 


IS Go) IN) p 


Psychoses due to nutritional deficiencies, such as that of pellagra in 
adults, have not been reported as such in children. 


The major features of these groups are as follows : 


l. Acute Psychoses Symptomatic of Febrile Diseases 


Presumably any physical illness of which definitely elevated body 
temperature is a prominent symptom may be accompanied by tempor- 
ary psychotic behavior (delirium). Since the temperature response to 
Most infections in children is greatly exaggerated over what is observed 
M identical adult diseases, it is logical to suppose that these mental 
disturbances may be commonest in early childhood years. 


N Detailed descriptions of acute psychotic behavior with febrile 
isease are more apt to be found in individual reports of puzzling 
cases than in systematic pediatric or psychiatric text books. Only 
When obvious evidences of acute infection are lacking will the physic- 
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ian puzzle over the details of behavior and general reaction. The 
child will give the impression, if not too comatose, of being in a cloudy, 
dreamlike state. His vocal responses will be delayed, or irrelevant. 
He will appear incompletely aware of his surroundings, and will be 
apt to confuse these with his fantasies. There may be evidence of hal- 
lucinosis, particularly visual. The confusion may be expressed slug- 
gishly and apathetically. On the other hand the child may be emotional- 
ly agitated, extremely fearful, screaming, striking out, and fighting 
against imagined threats to his personal safety. Disturbances of mot- 
ility varying from manic excitement to waxy flexibility may be en- 
countered. Aphasia may be a prominent symptom. 


In general the specific behavior noted bears little, if any, relation 
to the cause of the febrile reaction. Certain individual children respond 
to elevation of temperature quite regularly with delirium, and other 
children never show this group of symptoms. This is not necessarily 
related to their emotional stability in other circumstances. The be 
havior may show traces of a child's customary activities but these 
are likely to be incomplete and apparent only to one who is familiar 
with the patient’s activities and mannerisms in health. Undoubtedly, 
emotional reactions expressed clearly during an acute illness may 
spring from tensions and attitudes. present but not obvious in the 
child’s ordinary life. 


Psychotic reactions during fever may presumably appear at any 
age. However, it is customary not to describe them as such in infancy 
until the child’s personality has developed to a point where it may be 
expressed in other than motor activity. Kanner * reports delirium in 
a child of sixteen months. As febrile responses become progressively 
less marked with advancing age, individual children who customarily 
become confused and disorientated with the illnesses of their early child- 
hood may appear to outgrow this particular tendency. 


It would be tedious and pointless to attempt a list of all the acute 
febrile illnesses which may produce acute temporary psychoses. Typhoid 
fever is reported most frequently and the degree of psychic disturbance 
is said in this disease not to depend closely upon the height or duration 
of the fever. A complete change of disposition lasting several weeks 
but with eventual complete recovery has been described. Aphasia dis- 
appearing after some weeks was a rather specific symptom in one series 
of children with typhoid fever. 


With most of the acute infections, if delirium occurs, it is during 
the height of the fever, more commonly at the onset of systemic clinical 
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symptoms. Pneumonia, pyelitis, septicemia, dysentery, and scarlet fever 
are among the more frequently encountered illnesses in which delirium 
1s a prominent initial symptom. In malaria clouding of the sensorium 
may be noted only during paroxysms, with completely lucid periods 
intervening. 


The prognosis for psychotic reactions with acute illness is uniformly 
good if cases with damage to the central nervous system by the infective 
Organism are excluded. 


The period of delirium persists only as long as the fever. The child 
may be expected to become mentally alert and the sensorium clear 
even before the temperature is entirely normal, with some exceptions 
as noted with typhoid fever. However, if there is permanent structural 
damage to the central nervous system as a result of the infection—such 
as the various forms of encephalitis which may follow or complicate 
many acute illnesses, particularly those of virus origin—complete re- 
covery may not occur and the outlook becomes that of an organic 
Psychosis. Spinal fluid examination is important if such extension is 
Suspected and a good prognosis is less assured in the presence of positive 
Spinal fluid findings. Acute severe illnesses which produce partial or re- 
Current asphyxia during infancy may result in persistent alterations in 
behavior without specific neurological symptoms. It may be tentatively 
assumed that a certain amount of organic damage resulting from anoxia 
18 responsible. 4,7 Pneumonia and pertussis are probably the most frequent 
offenders. 


The treatment of acute psychoses with febrile illness is that of the 
Physical disease. If hyperactivity is a problem, such mechanical and 
chemical restraint as is consistent with good pediatric care represents 
adequate treatment of the psychosis itself. Too much or too prolonged 
Sedation may accentuate or prolong the delirium. A familiar adult is 
Probably more helpful than any amount of reassurance from a stranger 


if any psychological treatment is to be offered. 


2. Psychoses Symptomatic of Drug (Chemical) Intoxication 

_ Psychoses resulting from overdosage with drugs are infrequent in 
children as compared with those accompanying acute febrile illnesses. 
When they occur, the symptoms are, in general, similar to those de- 
Scribed for the acute illnesses, and need not be repeated here. 


The belladonna group is conspicuous in this regard. Overdosage 
May result in delirium, and is fairly easy to achieve due to the slow 
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elimination and cumulative effect of these drugs and the fact that 
certain preparations, notably atropine, find common use in pediatrics. 
In cases of poisoning, dilated pupils, dry membranes, flushed face, 
and rapid pulse are conspicuous, and, when accompanied by delirium, 
restlessness, and noisy hyperactivity, are usually outstanding. Motions 
suggestive of reaching for imaginary objects in the air have been de- 
scribed, and the many possible components of delirium such as 1m- 
coherence, disorientation, and hallucinosis may, any or all, appear 
in the general background of hypermotility and agitation. Hyoscine 
poisoning may result in bizzare behavior with visual and auditory 
hallucinations predominating. 


Although some of the barbiturates are said to occasionally produce 
delirium, their very wide use in pediatric practice and rare complica- 
tions of this sort render them unlikely of suspicion in most patients. 
Among other drugs which are reported to produce intoxicating 
symptoms of delirium are sedatives of the chloral group, santonin, 
ephedrine and, rarely in children, cocaine. 


The duration of psychotic episodes symptomatic of drug reactions 
depends on the child’s personal susceptibility, the amount of drug 
ingested, and the rapidity of excretion. More detailed information 
is available in texts on pharmacology. Ordinarily, unless the overdosage 
be fatal, most of the acute behavior symptoms will have disappeared 
in from a few hours to a few days. 


The possibility of insulin reaction must always be considered in 4 
child whose behavior may be altered to the point of apparent psychos!s: 
Ordinarily this is so transient, either moving towards recovery OY coma 
and convulsions, that it presents only an occasional brief problem 
for psychiatric diagnosis. 


An important early query in the investigation of any child whose 


behavior has become acutely psychotic for reason as yet unknown, 1$ 
“What medicine has he been taking?” or “Is there any possibility of his 
having been poisoned?” 


3. Psychoses With Sydenham’s Chorea (Chorea Insaniens) 


Although chorea (Sydenham’s chorea, chorea minor, “St. vitus 
Dance”) is now recognized as one of the symptom complexes by whia 
rheumatic fever may manifest itself in childhood, it was long considere 
a functional mental illness. Even though it is now recognized as “ 
neurological manifestation of a systemic disease, no characteristic patho- 
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logical changes within the central nervous system have been described 
convincingly enough to warrant general acceptance. 


While the aimless involuntary jerky movements which characterize 
chorea are presumably not of psychological origin, attacks are apparently 
at times precipitated by emotional trauma in susceptible rheumatic 
subjects. An accompanying variability and lability of emotional response 
and expression is fairly characteristic in the majority of well defined 
cases. More rarely some confusion and clouding of consciousness with 
evidence of hallucinations may be observed. 


Very rarely, in probably less than 3 per cent of the cases, truly 
Psychotic behavior accompanies severe chorea. Extreme delirious 
Symptoms of the sort described with acute febrile illness are the more 
frequent manifestations. Restless excitement, confusion, and irrational 
mental content may be seen. Stupor and depressive symptoms have been 
reported. Kanner 3 cites a number of bibliographical references to the 
Psychopathology of chorea. 


The prognosis is that of uncomplicated chorea itselfi——recovery in 
from a few to many weeks. The treatment of chorea itself is essentially 
Complete rest, chemical sedation, and maintenance of nutrition. In 
recént years various forms of induced fever have been found to shorten 
the duration of attacks in individual patients. Details are available in 
Pediatric texts, 


Children who have had one attack of chorea are fairly likely to 


have from one to several recurrences of varying intensity. Manifestations 
SP Psychotic behavior during one attack does not mean that a child 
Will have recurrences of his chorea or of his psychosis with chorea. 


Mild evidences of Sydenham’s chorea are sometimes hard to dif- 
ferentiate from tics or from general hyperactivity in children. Since 
Psychotic behavior is seen only when the motor manifestations of chorea 
are severe and characteristic, the diagnosis of psychosis with chorea 
Should not be difficult. 


4. Psychoses Symptomatic of Convulsive Disorders 


Convulsive disorders (epilepsy, seizure states, attack disorders, 


cerebral dysrhythmias) are relatively much more common in children 
than in adults. There is still a great deal of confusion and disagreement 
as to the fundamental nature and proper classification of these dis- 
orders, and as to whether or not, either as cause Or effect, the person- 
alities of patients who suffer from them bear certain specific character- 
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istics. Our recent knowledge on this subject is clearly and briefly sum- 
marized by Lennox. 5 


It has been the writzr’s experience that the great majority of 
intelligent children who have had, or are still having, seizures of any 
definite type (grand mal, petit mal, psychic equivalents), when ob- 
served under controlled living conditions, present a group of personality 
characteristics that are quite distinct. Similar traits appear in problem 
children with abnormal electroencephalographic records of other than 
the convulsive type.® Such children are notably Inypperactic’, casily 
irritated, and adjust poorly to other children in all social situations of 
home, school, and the community. Change of environment alone does 
not help them if these characteristics are marked. However, if any 
one feature is outstanding, it is the variability in these patients’ dis- 
positions from hour to hour, or day to day, or even from week to week, 
without appreciable external cause. On “bad” days the electroencephalo- 
graphic tracings may show increased degrees of abnormality." Although 
school progress may be generally poor because of the general social 
maladaptation, more of these children will have especial difficulty 
in arithmetic than other subjects. To see this picture clearly, one must 
often observe the convulsive child in a neutral setting such as the 
psychiatric hospital, where the emotional reactions to an overprotective 


: A 7 a s e 
or a rejecting parent, to school failure, or community ostracism ar 
eliminated. 


This behavior complex is somewhat different from the “epileptic 
personality” described in adults where egocentricity, religious enthus- 
lasm, impulsive acts of violence, etc. are the most obvious and dramatic 
clinical signs. Much of this difference appears due to the incompletely 


developed capacities for emotional expression of the child as com 
pared with the adult. 


This personality pattern of the “convulsive” child is not, however, 
particularly charatteristic of psychotic episodes in his career. These 
appear to be rare and are usually associated with frequent severe 
seizures, in between which mental confusion, disorientation, memory 
defects, and short attention span may be apparent. The general picture 
is that of delirium with clouding of consciousness. While such a re- 
action is seen very frequently for brief periods following individual 
convulsions, we have seen this type of reaction persist for days and 
weeks with considerable intervals between manifest seizures. One gains 
the impression that the child is “almost” having seizures much of the 
time and some workers have spoken of “sub-clinical” seizures. 
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One may question whether psychotic behavior associated with con- 
vulsive disorders and electroencephalographic abnormalities belongs in 
a discussion of “non-organic” psychoses. Such confused periods do in- 
deed occur with convulsions due to demonstrable structural changes 
in the central nervous, system, and may be complicated by special 
clinical features if the damage involves significant areas in the cerebrum. 
Jasper 8 describes marked electrical changes during temporary psychotic 
€pisodes in neurosurgical patients. Since in the majority of children 
who are subject to convulsions, no organic changes are demonstrable, 
Be seems reasonable to suppose that similar mechanisms are at work 
in both groups. In other words, the physiological disturbance of the 
central nervous system is accentuated during these episodes, even though 
Cortical motor areas producing obvious seizures are not involved. 


m The outlook for the confused periods is somewhat indeterminate, 
Just as is the susceptibility of the patient to his actual convulsions. 
Medication which controls the convulsions may successfully terminate 
the psychotic episodes. When behavior changes as well as control of 
convulsions are the object of treatment, phenobarbital is less reliable ® 
than the current anti-convulsive regimes involving sodium dilantin, 
bromides, d-glutamic acid or such nutritional regulation as ketogenic 
Or dry diets. Such factors as quiet consistent nursing care with sur- 
roundings which are stimulating and interesting have some effect in 
Shortening the course of episodes. Various forms of individual psy- 
chotherapy inay also speed recovery though probably not in the absence 
of medical treatment. 

Other alterations of personality which may be severe enough to be 
called psychotic are the “fugues” or “twilight states” where the greater 
Part of the patient's daily life is carried out automatically, and yet the 
Patient seems confused and not responsible for his acts. Such episodes 
sere cany defined and may well represent varying degrees of the more 

re confusion described above. 

Electroencephalographic tracings characteristic of the convulsive 
'sorders have been described in children whose total appearance 1s 
th of schizophrenia rather than the less specialized forms A Ee 
rh Panat noted above. Ip such cases, to be described below, the ys- 
oo must be considered as a contributing rather than a major factor 
€ total psychological picture. 

é A few children who suffer from grand mal or petit mal convulsions 
aed Progressively worse in spite of all treatment and become men 
Y deteriorated. The end result is essentially a mentally defective child 


tl 
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rather than a psychotic child. In such cases during the earlier a 
of deterioration the clinical picture may be that of the confused episo' : 
mentioned above. It has not been definitely established whether peer 
convulsions cause, or merely accompany, deterioration. A eee 
theory maintains that both convulsions and mental ania 
symptoms of an underlying degenerative neurological disorder. 


A childhood psychosis described as “hyperkinetic disease” oe 
European literature 10, 11 may be identical with some of the pee 
psychotic episodes in convulsive children that have just been descr: a 
In this disorder there is said to be normal development for the h 
year or two of life, then a prolonged period of hyperactivity, P 
disturbance, and other behavior changes, often accompanied by ¢ a 
vulsive seizures, with eventual recovery after two to four years. prey 
of the patients neurological damage apparently due to encephalitis 
described, while in others there is no evidence ‘of organic change. 


FUNCTIONAL PSYCHOSES OF CHILDHOOD 


Functional psychoses are those which are not the direct result 6n 
structural abnormalities of the central nervous system, or of ae 
toxic or metabolic changes. Standard psychiatric classifications usua Y 
include schizophrenia or dementia praecox (simple, hebephrenic, Ca 


à 2 : : ia in 
tonic, and paranoid), mania, the severe depressions, and paranoi 
this group of psychoses. 


In children, possibly because the immature psyche is incapable of 
formulating widespread delusional systems, paranoid psychoses have 1 i 
been convincingly described and probably do not exist. Mania, P 
reported in a few children in the upper age range of childhood ane i 
and twelve years) is not accepted as occurring in children by a num Š 
of careful and experienced workers. A few unusual childhood psychose 


: aon : el 
ibed as entities in the European literature but are rarely 
diagnosed in the United States. 


Schizophrenia is now 
and though rare at this a 
increasing frequency in re 
crippling and protracted 
specific and completel 
chosis of childhood. 


generally accepted as occurring in ae 
ge has been recognized and diagnosed wi 

cent years. Because of its unknown ee 
course, frequent malignancy, and our lack s 
y successful treatment, it is the most serious PSY 


PSYCHOSES 145 


SCHIZOPHRENIA IN CHILDREN 


Dementia praecox was the term first used to describe a group of 
mental disorders, which, as the name implies, developed in young 
adults and progressed inevitably to complete dementia, for which no 
Proven organic or toxic cause could be found. 16, 33 Later, following the 
Tecognition that these disorders might first appear at a much later period 
of life, and did not always progress to complete dementia, the term 
Schizophrenia was applied to them. For all practical purposes at present, 
the terms are synonymous, with schizophrenia more commonly used. 


i Before coming to a description of the clinical manifestations of 
this disease, it may be noted that for years few psychiatrists believed 
that schizophrenia could occur before puberty. In the rare descriptions 
of its occurrence in children up to 1925, Kraepelinian standards of 
diagnosis and description were usually employed. More recently schizo- 
Phrenia in children has been accepted as a valid diagnosis, and it has 
been widely recognized that schizophrenic manifestations in children 
depend considerably on the developmental stage through which the 
Stowing patient may be passing, and vary from stage to stage. A con- 
Siderable literature on childhood schizophrenia has been reviewed by 
Lutz, 44 Lay,15 and Bradley. 1° 


__ Schizophrenic psychoses must still be listed among the rare mental 
disorders of children. Lutz! in 1987 found only sixty cases in the 
literature and considered only a third of these were genuine. There 
have been many more cases reported since then, but the cases of patients 
Who have been thoroughly studied and conservatively diagnosed still 
Merit publication if the children are under thirteen years of age. The 
exact incidence among all children, or among all maladjusted children 
is unknown, but presumably it is very small. It has been estimated 
that no more than 1 or 2 per cent of all schizophrenic patients are 


children, 16 Boys have been reported about three times as frequently 
as girls, and patients as young as two-and-a-half years have been de- 
Scribed. Some confusion has remuited from difficulties in distinguishing 
children with schizophrenic psychoses from those who are not psychotic 
ut resemble schizophrenics (the so-called schizoid personalities) . The 
ifference is one of degree of maladjustment and is of academic and 
Statistica] significance only. f 
A schizophrenic psychosis in childhood represents a severe dis- 
on of the entire personality, most conspicuously distinguished by 
of interest in and of voluntary contact with the environment. The 


torti 
lack 
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patient seems to derive little or no real satisfaction from the ordinary 
events of life, in contrast to which he appears genuinely interested in 
and preoccupied with his own thoughts, fantasies, and solitary activities. 
When challenging external problems are encountered, the schizo- 
phrenic child responds by withdrawing further into himself, or, if 
pressure is applied to him, by awkwardly and often aggressively trying 
to dismiss the situation. All forms of adaptation are involved and are 
distorted at every level of nervous system function—intellectual, emo- 
tional, social, vegetative, motor, and perceptive. 17 

Individual symptoms may appear in a variety of combinations. 
No single symptom or group of symptoms is specifically diagnostic. 
The diagnosis must be made on the total personality picture, past and 
present. This picture must in its totality pertray the child's inability 
to deal with reality and his retreat into himself. 

Schizophrenic children often show extreme degrees of combinations 
of the following observable behavior tracts: seclusiveness, irritability 
when seclusive activities are interrupted, excessive daydreaming, bizarre, 
grotesque, externally unmotivated behavior, diminution of personal 
interests and preoccupation with interests common to younger children, 
striking sensitivity to being criticized, and less physical activity than 
would be anticipated in children of similar age.18 The intensity of all 
such characteristics varies from patient to patient. Diminished interest 
in what goes on about the child may range from mild apathy to com 
plete withdrawal. When social contacts are forced, the child may show 
mild irritability, uneasiness or anxiety, or may actively and aggressively 
resist. Regression to an earlier more immature level may be shown by 
the patient’s preference for playthings and activities that presumably 
intrigued him when he was younger, and are obviously the expected 
interests of an earlier age group. Simple, monotonously repetitive 

lay with moving wheels, shadows, twirling sticks or strings OY even 
quietly rocking back and forth in a sitting or standing position are 
frequent examples. Disturbances of motility vary from the general 
underactivity noted above to impulsive, excited hyperactivity. Postur- 
izing, and rituals and mannerisms of an apparently compulsive type 
may be prominent. It is the direction and purpose of the motor activity 
that is significant, not its precise pattern, and its significance can often 
be understood only in its relation to other evidences of withdrawal, 
or internally, autistically motivated reaction patterns. 

Speech disturbances are varied and often conspicuous. Under- 
production to the extent of mutism, or overproduction with chattering 
content that may or may not be integrated and intelligible but usually 
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is somewhat inappropriate to the child’s surroundings are both en- 
countered. Speech mannerisms, expressions of flight of ideas, echolalia, 
evidences of a dissociation of language sign and language function 28 
may all be expressed through vocalization. Some of the disturbances 
of thought expressed through speech or writing are confusion, con- 
fabulation, misinterpretation of external events (particularly the acts 
of others), preoccupation with minor details to the exclusion of wholes, 
and the extensive use of symbols for real or imagined objects. 

A few of the conspicuous symptoms of many adult schizophrenics 
are often completely lacking in some of the most psychotic children. 
Delusions, particularly of a systematized nature, hallucinations, and 
the characteristic cold cyanosis of the extremities so common in adults 
are relatively rare in childhood, and blunting of affect is definitely 
not a symptom at this age. 

The course and development of ‘the psychosis may follow one 
of two major patterns in childhood, and there is now a tendency to 
distinguish only two forms of schizophrenia in children, basing this 
classification on the course of the psychosis rather than trying to fit 
the clinical picture into one of the four adult sub-types. In some patients 
the psychosis develops slowly and insidiously (to the so-called chronic 
type). In others there is an abrupt, dramatic onset (the acute type). 
The former includes many patients who would be classified as simple 
or hebephrenic schizophrenics in adult terminology. The latter is fre- 
quently conspicuous for its motor manifestations, resembling the adult 
catatonic group. 

In the chronic type the child gradually becomes more retiring, 
apathetic, and seclusive, and to outward appearance increasingly sat- 
\slied with his autistic solitary preoccupations. There is no definite date 
if there is later improvement as to contact 


of 
onset, and correspondingly, c 
he acute form there is usually 


With the environment, it comes slowly. In t 1al 
an abr upt onset with symptoms of agitation, anxiety, and motor activity 
Prominent, This may continue more or less indefinitely, but the acute 
Course is characteristically one of periodic episodes of excitement, or 
activity, or generalized resistance and negativism lasting for several 
Weeks or months, with comparatively calm periods intervening. Some 
Patients whose psychosis appeared abruptly tend to gradually acquire 
the reactions of the chronic type. On the other hand, after acute episodes 

€ adjustment may improve sufficiently as to give the impression of 
recovery, Long term studies of individual patients are still too few 
°° give us a clear picture of the complete course of schizophrenia starting 
in childhood, 
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If a detailed and reliable history of the patient’s early development 
and reactions can be obtained, it will usually contain evidence that 
the child did not readily adapt himself to social situations long before 
the psychosis was recognized or even anticipated. He may have been 
unusually shy and aloof, or emotionally too sensitive to enjoy the give- 
and-take of playing wholeheartedly with other children, he may have 
seemed unusually disturbed at changes of residence, or of those who 
supervised and taught him, or even at alterations in the minor routines 
of daily life, or have been extremely cautious and fearful of bodily injury 
or pain and run away from situations where these might result or 
appeared terrified when they were closely threatened. Such a child has 
often been the butt of other children’s jokes and teasing. There is often 
a stubborn resistance to various aspects of training—notably to weaning; 
to the toilet, to dressing, or to washing. There is almost sure to be 
evidence that from very early life, perhaps birth, the child was poorly 
equipped to successfully deal with the emotional stresses of even the 
relatively protected life of little children. If, in addition, the child’s u™- 
usual reactions result (as might well be expected) in rejection or retalia- 
tion by frustrated and antagonized parents, siblings, and neighbors, the 
problems may all be aggravated. In many schizophrenic children it seems 
as though this retaliation (which originally was the result of the 


patient's own innate difficulties) is what precipitates a psychotic ad- 
justment. 


In the few published detailed long-term studies of individual schizo 
pitong patients 19,20 unusual reactions were noted in the first year 
of life. All of this, coupled with the fact that when a schizophreni¢ 
Psychosis does appear it is evidenced at all levels of integration, 
Suggests that an in-born, “constitutional” deficiency, which we oe 
as yet unable to define, lies at the root of schizophrenic psychoses, ee 
least those that become manifest in children. 


No other common etiology has been so far determined. Studies in 
heredity, a nd in body-build as correlated with character 1° have been 
non-contributory. The laboratory has not solved the problem; significant 
pathological examinations being non-existent, and the usual clinica 
data within accepted normal limits. Abnormal electroencephalographi¢ 
tracings have been frequently described 16, 21,22 but they are not 
characteristically different from those found to be common in any larg? 
group of maladjusted children 8, Psychological tests 34, 85 may supply 
data which allow a more accurate differentiation of schizophren!e 
children from those who are well adjusted, and those who are mentally 


defective, but do not explain the causes behind the schizophrem'© 
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child’s performance. In some cases, perhaps a majority, the family 
constellation is conspicuous for a dominant, aggressive, nagging, neu- 
Totic mother, and a weak passive father, 16,25 with the patient fre- 
quently an only child. Undoubtedly such a situation may precipitate 
a psychosis which would otherwise remain dormant in a more favorable 
Setting, but it may be a result rather than the cause of the child’s dis- 
order, and is not universal enough to explain all cases. 


While the fundamental cause of schizophrenia is not understood, 
the significance of many individual symptoms and behavior patterns 
becomes apparent when Bleuler’s** concept of primary and secondary 
Symptoms is applied to them. Primary symptoms are those resulting 
directly from the fundamental disturbance in schizophrenia. Seclusive- 
ness and day-dreaming as direct evidence of withdrawal from reality 
are examples. Secondary symptoms are the evidence of emotional con- 
flicts produced when the schizophrenic reaction pattern as applied 
to the external world does not bring success and satisfaction to the 
Patient. Anxiety, fear, and guilt, common symptoms of the insecure 
and unhappy chiid who feels rejected and unsuccessful, are common 
Secondary symptoms in schizophrenia. Since secondary symptoms may 
$ More dramatic and obvious than those directly expressive of the 
schizophrenic reaction, they may confuse the diagnosis until a clear 
view of the immediate maladjustment, the previous course of the psy- 
chosis, and a careful history of the child’s adaptability before his illness 
are obtained, 


Schizophrenia in children is still too commonly inaccurately dia- 
Sosed on the resemblance of a few symptoms in the child to similar 
Phenomena that may be almost diagnostic in the much more familiar 

t disorder. It is even more frequently incorrectly ruled out because 
st the absence of certain prominent adult symptoms, notably delusions 
se hallucinations, which, as noted above, are very frequently absent 


m 
any sort of childhood psychosis. 
children in a_ positive 


Schizophreni diagnosed in 
Parenia should be diagn g out other disorders. 1" 


a ton, and the diagnosis confirmed by rulin panei 
me that help establish the Yiagnosis are: 1), true psy o ee 
am, Ons, 2) a disturbance at every level of adaptive function, ) 3 
dmo Pattern of withdrawal from reality, 4) a reliable history fo) we 
en lculties in adaptation to persons and to changes in the imme i 
vironment in the earlier years before the psychosis was apparent. 
i © Presence of a predominant portion of the symptoms previously 
“ntioned strengthens the diagnosis, but their significance as patho- 


fash 
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logical symptoms must always be viewed in the light of comparison with 
behavior patterns of well adjusted children at the same age level. If one 
accepts schizophrenia as a reaction pattern or way of life rather than 
a disease entity, a positive diagnosis of schizophrenia should stand in 
its own right, even when occurring in children who present other neüro- 
psychiatric disorders at the same time. In the writer’s opinion a child 
who is mentally defective, or who is subject to convulsive attacks, or 1n 
whom focal signs of neurological damage or defect are present may 
also be diagnosed as schizophrenic since none of these other disorders, 
singly or in combination, characteristically produce the schizophrenic 
reaction. They may however contribute to it, or complicate it, and me 
term symptomatic schizophrenia has been suggested to distinguish suc 
cases from those not so complicated. 22 


Most reports suggest that one fundamental characteristic of p 
schizophrenic psychosis in children is the history of a peels 
period in early life when the patient was free from evidences of his 1 A 
ness. The more one studies reliable details of the early development 2 
schizophrenic children the more early personality abnormalities become 
apparent. Recent descriptions of in-born, congenital deficiencies a ø 
capacity for well rounded emotional expression and relationship 
(such as infantile autism described by Kanner 25, 26) suggest that suscep 
ibility to schizophrenia may be a similar phenomenon, and that the 
psychosis merely expresses an exaggeration of the previous personality 
characteristics. The preliminary period of satisfactory adjustment goei 
not seem essential to a diagnosis of schizophrenia. 

The treatment of schizophrenic children 10,27, 28,29 js aimed - 
helping them improve their relationship to persons and events about 
them. It is more successful in removing secondary than primary symp" 
toms. Metrazol and electric shock treatments ??, 27 appear to reduce ie 
severity of the schizophrenic reaction tendency in some children, 2? 
to accelerate remissions. In one child reported in detail so far as her 
childhood is concerned 20 prefrontal lobotomy in early adolescencé 
markedly relieved the anxiety and tension which had been present ior 
years. 7 A tolerant attitude by adults toward the asocial, bizarre, irritable, 
and at times resistive activities of patients encourages them to relate 
themselves to reality. Surroundings in which the atmosphere is intel 
lectually stimulating but not competitive and where the child is tolerate 
and encouraged but not subjected to social pressure have definite ther- 
apeutic value. This is usually possible only in a children’s psychiatric 
hospital or school, to which the child may be admitted during exace™ 
bations or at times of stress in his own home. Individual psychotheraP y 
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arenes schizophrenic children suffer from a fundamental dif- 
therapist ni pid emotional rapport with anyone else, even a skilful 
Se ape ged of secondary symptoms through such therapy has been 
porarily es Dentist vine dk notably amphetamine sulfate, may tem- 
eines, = 'y modify psychotic behavior and facilitate social and 
‘ilies ae ies ievement, which success has its own psychotherapeutic 
ea fe i arental guidance should be attempted, with the hope 
tanec, > mee modify unfavorable attitudes of intolerance or oyets 
“sees on ini best therapeutic results have been attained in situations 
pehare ae ia or group of clinicians, with access to children’s 
ae es a aes facilities have been able to secure the confidence 
Olt af tm : family and maintain a long therapenuc contact in and 
specific a hospital over considerable periods of time. There is no 
ani Bish spectacularly successful treatment for schizophrenic children, 
ätten any as possible of the procedures just mentioned should be 
pted. 


as formerly considered 


T ; ; ‘ : 
he prognosis for schizophrenic children w 
demented level re- 


aban, om with inevitable adjustment at a d 
tion of ae ial Sare at home or in an institution. In a certain ppr 
äs. Peen es this is indeed true, but recent experience, some of whi 
phrenic A ange 22,28 indicates that perhaps 50 per cent of schizo- 
to com i ildren may show improvement, varying from slight we 
sound aps recovery. Whether this recent optimism, which is ee 7 
received. Saied on the fact that the patients who have been fol z 
perience really effective therapy, or whether it reflects a ea ex- 
e ee what really happens to schizophrenic children il 
can be co until many more long term studies of individual chi ot 
accepted mpleted. The prognosis is still grave. Each patient must e 
as a therapeutic challenge, and schizophrenia 1n childhood 


as an 
area i 
calling for research. 


MA 

NIC DEPRESSIVE (AFFECTIVE) PSYCHOSES IN CHILDREN 

Kasanin and Kaufman !2 and Kasanin 1° have reviewed the literature 

— case reports of manic depressive psyc 

Sixte € authors found few cases, most of them in “children” fourteen to 
“he fears gf age. No statistics of the incidence of these disorders in 


chi 
ildren are available. 


and 


I P A 
n adults mania is characterized by elevation of mood accom: 
ically in distinct 


Pani 
ted by psycho-motor hyperactivity. It appears typ: 
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attacks, with definite onset and cessation, each attack lasting from sev- 
eral days to several months. Between attacks the personality may ap- 
pear normal, or mania may alternate with periods of depression. 
Repeated attacks in the same individual are the rule. 


In children sustained elevation of mood and exhilaration are not 
encountered except in response to reasonably appropriate stimuli. 
Hyperactivity is a frequent symptom of conflict in children, but 18 not 
observed in attacks that are reminiscent of adult mania. Hyperactivity 
resulting from emotional conflict is usually accompanied by irritability 
and negativism in children, and to observe it as a pathological symptom 
in conjunction with exhilarated emotional responses would be a most 
unusual experience, and well worth reporting. 


It seems likely that in the rare reported cases of manic psychosis 
in children there may well have been confusion either in observation 
or interpretation of motor activity, impulsiveness, or other similar 
familiar childhood symptoms, and attempts to fit the patient into an 


adult psychiatric classification which does not apply to children seem 
unwarranted. 


Severe depressions are not seen in children. What effect puberty 
and the maturity of the psyche as seen in later adolescence and adult 
life have on the capacity of the individual to develop symptoms either 
of mania or depression awaits further investigation. For the present 
it is best to avoid the diagnosis of manic-depressive psychosis or affective 
psychosis in children. 


OTHER PSYCHOSES REPORTED IN LITERATURE 


The earlier European literature contains accounts of childhood 
psychoses which are now rarely mentioned. Unless these psychoses wes 
peculiar to the race and culture of the patients who were originally 
described, it is likely that similar cases would be diagnosed in go% 
of the several groups mentioned in this chapter. 


Dementia praecocissima was described as a psychosis of childhood 
by De Sanctis in 1905 and other reports of this disorder appeared in the 
Italian literature for some years. 30 The patients were children who 
presented symptoms of dementia praecox but did not deteriorate. 
the time of the original description the concept of dementia praecox 
made no allowances for it to appear before puberty or to exist without 


deterioration, and the new term was applied to children whom we would 
now classify as schizophrenic. 


_— 
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Dem in i oo 
was said me aeaa is, described by Weygandt * and Heller 32 in 1908, 
dementia sA an inical entity marked by symptoms of acute catatonic 
by no neurological PEE at three or four years of age, accompanied 
Y present stanidards ; nwrapidly culminating in profound dementia. 
encephalitis or ards the diagnosis would probably be either chronic 
or childhood schizophrenia of the acute type. 


Phre 
nastheni “eli . > 
by De Sanctis E EA tardiva was a diagnosis applied 
accompanied b 16 tp children with symptoms of dementia infantilis 
een repor y occasional convulsions. 10° This psychosis has not 
ported outside of Italy. 
Ebedi 
rkinetic di j 
982,11 has ne disease, a psychosis described by Kramer and Pollnow 
O83. accomp cen referred to in our preceding discussion of the psy- 
panying convulsive disorders. 


in l 
ch 
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ORGANIC BRAIN CONDITIONS PRODUCING 
BEHAVIOR DISTURBANCES 


A Clinical Survey of Encephalitis, Burn Encephalopathy 
and the Traumatic States 


By LAURETTA BENDER, M.A. M.D.* 


INTRODUCTION 


matam =, vior problems of childhood associated with the inflam- 
ical point traumatic encephalopathies may be considered from a clin- 
Stiology ae view as a unitary group or syndrome. Of course the 
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limitations in development) such as familial mental deficiency, micro- 
cephaly, and other cranial-cerebral anomalies, the mongolian deficien- 
cies, etc. 2. The developmental deviations, both the relatively rare 
heredo-degenerative diseases (with their serious prognosis) and the 
developmental lags (with the hopeful prognosis of accelerating im- 
provement). The latter includes a rather large group of problems 
such as the cerebral paralyses (non-traumatic) and the developmental 
aphasias, alexias, etc. We also distinguish the above conditions from the 
schizophrenias, even if we consider schizophrenia as some form of an 
encephalopathy. In the delineation of the behavior problems associated 
with these organic brain conditions, we differentiate them from the 
non-organic or the psychopathic and neurotic behavior disorders and 
the psychoneuroses, all of which are etiologically determined by emo- 
tional-social deprivation during the infantile and early childhood 
period. Nevertheless, the child with an organic brain condition nearly 
always has some form of the functional or deprivation behavior dis- 
order. When a behavior problem, even with organic brain conditions 
exists, it is determined by social-emotional deprivation either in the 
infantile developmental period, or by virtue of the fact that the en- 
cephelopathic child’s needs are greater than the environment can meet. 


The encephalopathies include, 1. the various forms of virus en- 
cephalopathies such as epidemic encephalitis, encephalitis associated 
with the exanthemata, whooping cough and Sydenham’s chorea (rheu- 
matic fever), 2. the various forms of pyogenic encephalitis such as the 
meningococcus (with meningitis), pneumococcus, streptococcus, and 
staphylococcus, also including encephalitis associated with scarlet fever, 
upper respiratory infections, pneumonia, ear and mastoid infection, 
carbunculosis and osteomyelitis, 3. the burn encephalopathies, 4. the 


traumatic states (natal and post natal), 5. the cerebral anoxemias 
(prematurity) . 


By definition we are dealing with those behavior disorders of 
childhood associated with an acquired organic pathology of the brain 
due to trauma, anoxemia, or inflammatory reaction to an invading 
organism of such a degree as to produce a clinical syndrome which modi- 
fies the child’s social behavior, his intellectual processes including matura- 
tion, his patterned neurological reflex behavior, and his fantasy and 
emotional life. It disturbs the normal developmental tendencies in all 
of these areas through some critical period in infancy, childhood, or 
puberty. 

The distinguishing features of the different forms of the en- 
cephalopathies are best recognized in the details of the acute illness or 


ORGANIC BRAIN CONDITIONS 157 


accident, the focal neurological signs and intellectual defects, and the 
tendency for the process to progress or regress. 


The incidence of all types of encephalopathies with behavior dis- 
orders in children is much less common than I believe is generally 
thought. (See chart.) Even in the highly selected group of difficult 
problems sent to the Children’s Observation Ward of the Psychiatric 
Division of Bellevue Hospital, only 2 to 5 per cent are due to inflam- 
matory encephalitis of all types and about 2 per cent are related to head 
traumas. It appears to be more common in the younger children (under 
six) only because in our series very young children are sent to the 
hospital most often when there is a probable organic basis for the 
behavior disorder. Only the most deepseated deviations in infant 
behavior call for observation. On the other hand, in the Mental 
Hygiene Clinic of Bellevue Hospital, many milder cases of behavior 
disorders or borderline intellectual retardation are seen. Here the 
incidence of post infectious encephalitis was less than 1 per cent. 


ation in the incidence of the various 


forms of the encephalopathies due to epidemiological problems and 
new methods of medical treatment and prevention. In general, there 
is a decrease in the number of children who suffer from the enceph- 


alopathies., 1 


There is a great deal of fluctu 


ENCEPHALITIS 


Since the last epidemic of encephalitis letnargica ended in 1926, 
we have not seen any children (under eleven) suffering from this 
condition since 1937. However, some sporadic cases of acute enceph- 
alitis of unknown type have been seen. The use of sulfa drugs should 
prevent many cases of pyogenic encephalitis; Sydenham’s chorea is 
apparently diminishing. It is not immediately evident why this is so. 
From 1934 to 1939, twenty-four children with behavior disorders and 
referred to the Children’s Ward. It was 
halitis during that period. From 1939 
s; during 1943 only one. It is also 


Sydenham’s chorea were 
the most common form of encep 
to 1943, we have seen very few case: À ‘ 
to be expected that the preventive measures used against whooping 
cough will reduce the number of pertussis encephalopathies. On the 
other hand, measles encephalitis has been more prevalent in 1943 than 
at any other period in our series of cases. From 1934 through 1942, 
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three cases were seen in over four thousand behavior problems, while 
five cases were scen in 1943. Although the number of birth injuries 
at full term are very rare and may become reduced due to improved 
obstetrical practice, the number of encephalopathies due to prematurity 
is more common and may even increase due to the increased survival 
rate of the premature infant. 


Encephalitis lethargica is a very rare disease even in epidemic 
periods as in 1918—1926. The number of children affected appeared 
greater than it actually was because the children were such a problem. 
We were unprepared to care for them and the same child came back 
to every hospital, clinic, shelter, or corrective institution. Nevertheless, 
this condition is important because it was so thoroughly studied from 
every point of view and may represent a prototype of our encephalopathic 
problem. We know all about the pathological changes in the brain, 
the clinical course in both the acute and chronic stages, and the final 
fate of the individual. 

A number of recent follow-up studies on encephalitis lethargica 
have been published. (Ford’s textbook on Diseases of the Nervous 
System in Infancy, Childhood and Adolescence for literature) . Heerse- 
ma, in 1940, reported on forty cases from the Mayo Clinic, published 
originally by Kennedy in 1934, and reviewed the literature. After an 
average of fourteen years from onset, 17.5 per cent were improved, 
although sixteen years before Kennedy reported that 42.5 per cent 
of the original fifty-one cases were improved or improving. Parkin- 
sonism was reported to be an unfavorable symptom, while respiratory 
and sleep disturbances were not unfavorable. Similar follow-up reports 
were made by Bond and Smith ten years after the Franklin School 
for post-encephalitic children was started. Eighty out of eighty-five 
children showed a tendency to improve in the school but many lost what 
they gained when they returned to unfavorable homes. Twenty were 
reported to finally show good results. These included traumatic €n- 
cephalopathies and non-organic psychopathic states, as well as encephal- 
itis lethargica. 

Holt reported a 25 per, cent social recovery in forty-three children 
from the Boston Psychopathic Hospital in a ten-year follow-up- He 
believed that children have a better prognosis than adults. He feels that 
with the passage of time, they improve and suitable institutions can 
promote this good result. However, it is to be noted that Grossman, 
like Heersema, gave a worse prognosis (33 per cent improved) on 2 


second follow-up study which was made one year after his first study 
(70 per cent improved) . 
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According to Ford intelligence may be arrested in infants, while 
in children from three to ten years of age, there is no marked reduction 
in intelligence. However, personality changes of a profound nature 
occur, even though physical signs are absent or trivial. These children 
are destructive and impulsive. Impulses are immediately translated into 
action. Inhibitions and fear of consequences are lacking. They steal, 
lie, destroy property, set fires, and ‘commit sex offenses. They do not 
evade detection, and claim that they cannot help their conduct. They 
are indifferent to punishment. When they express remorse, this does 
not modify their behavior. They show the same rages which are pro- 
duced in animals when the hypothalamus is released from cortical 
control (Cannon). There are excessive sexual drives, restlessness, in- 
somnia or sleep reversals, threatening dreams, and run-away tendencies. 
Depressions, elations, and hypochondriacal states are seen. 


A valuable report is made by Gibbs on one hundred fourteen 
children under fourteen years of age, seen in Kings Park State Hospital 
between 1920 and 1928. Eight were discharged cured, ten died, and 
eighty-four remained under treatment. These were children afflicted 
with encephalitis lethargica during the epidemic years 1919-1924. 
A special colony was established for these children in 1924 which still 
functions, and to which many of the children observed on the Bellevue 
Children’s Ward were sent. Gibbs reported that in children there is an 
acute delirious or lethargic onset followed immediately by emotional 
instability, impulsiveness, and restless overactivity in over 90 per cent 
of the cases. In eight cases. there was a latent period of two months to 
a year. The persistence of behavior disorder was associated with the 
Persistence of organic signs such as cranial nerve palsies, tremors, tics, 
respiratory disorders, persistent sleepiness, or Parkinsonism. There was 
a changing neurological picture. Repeated examinations should be 
done by the same examiner. 50 per cent of the children finally showed 
Parkinsonism, with little regard to age of onset. Sometimes it appeared 
at once, but often months or years later. When there was an improve- 
ment in behavior, there was a definite tendency for the neurological 
Signs to disappear. OF the eight cases discharged as recovered, none 
had ever had marked neurological signs, and all were free of signs 
when they were discharged. Five of these had respiratory disorders 
which cleared up as the behavior improved. The respiratory difficulties 
seemed to be associated with emotional disorders. Gibbs quoted Hill 
to the effect that involvement of the thalamus caused a release of 
Primitive, instinctive tendencies with an increase in their effective 
accompaniments. Emotional factors were the key to the situation. There 
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was no hidden meaning or neurotic mechanisms underlying their be- 
havior. They did not have the capacity to organize or become a part 
of any social group or gang. The compensatory mechanisms were re- 
markably weak. The emotional disorder seemed to be the activating 
force of much of the behavior, and was the basis of the impulsiveness 
and overtriendly obtrusive attitude. Explosive temper outbursts and 
crying spells were impulsive. The picture ended by 1. slowly pro 
gressive and overshadowing Parkinsonism (50 per cent), 2. complete 
recovery, 3. some degree of emotional instability or behavior dis- 
order or delinquency. Parkinsonism replaced the behavior disorder in 
some, interfered with it in others, and progressed with it in still others. 
Mostly, it tended to modify or overshadow behavior by the motor 
handicap. The behavior disorder seemed to be associated with evidence 
of persistent urganic processes as reflected in the neurological signs. 


On the Children’s Ward at Bellevue from 1934-1939, eleven 
children with encephalitis lethargica contracted between 1920 and 1926 
were observed. The age at the time of the acute illness was four weeks 
to four years. Two children showed the typical features of the behavior 
disorder and neurological sequellae, but there was no history of an 
acute illness. In contrast to the cases reported by Bond and his co- 
workers, all of these showed progressive neurological signs with pro- 
gressive disturbances in behavior. This is a small series of cases but none 
of them showed improvement with disappearance of signs described by 
Gibbs. The oldest child in this series is worth reporting in some detail 
as a prototype of the various problems involved in encephalitis. 


__V. T. was born November 4, 1919. In July, 1920, at the age of 
eight months, he was sick for a period of cight days, during which 
he went into a coma or lethargy several hours a day. This was 
diagnosed as siceping sickness. In 1925, at the age of five, his 
mother died. He and his two older siblings were then boarded. 
This was probably not a latent period but rather indicated the 
lack of history available from the mother. When he started schoo 
he became a chronic truant. He also ran away from his boarding 
home persistently and was frequently picked up by police m 
taken to the local Children’s Society. He had considerable pres 
publicity and expressed his idea about life in a highly verb? 
fashion at the age of six. He was finally committed to a children $ 
home, from which he also ran away. He was referred to Bellevue 
in 1929 at the age of ten because of ‘chorea” and this impulsive 
running away. He was found to have choreiform motility, hype 
Kinesis, and compulsive masturbation. He was sent to a secon 
children’s home where he remained for three years. They recognize, 
him as a special problem and complained especially of his an 
iness, bad table manners, and voracious appetite which cou 
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not be controlled or corrected. He then went home to live, since 
his older sister was old enough to run the house. The public 
schools complained that he fell asleep in school. He also truanted 
and ran away from home. In 1933, at the age of twelve, he was 
committed to a children’s training school. He was recognized as 
a special problemı there but because of his superior intelligence, 
his general amiability and understanding of his own problem, 
he was kept as long as possible. He ran away frequently, on one 
Occasion traveling to Washington and Philadelphia. In July 1934 
he developed a manic-like episode at the school, was admitted to 
Bellevue for a short period, improved, and was returned to the 
school. In 1936, at the age of seventeen, he developed a depressive, 
Suicidal, agitated state, was sent to Bellevue, and admitted to a 
State hospital. 


The course of the neurological signs and disturbances in 
specific intellectual functions were carefully followed and are of 
considerable interest. In 1929, when nine years of age, he was 
referred to Bellevue for chorea and showed hyperkinesis and a 
choreiform motility. In 1931, at the age of eleven, his pupils re- 
acted sluggishly, there was a swaying of the body, past pointing 
of the fingers, respiratory difficulties, twitching of the facial 
muscles, and slowness in carrying out skilled activities. In 1934, 
at the age of fifteen, there was a strabismus, nystagmus, chorei- 
form movements, compulsive gait, lack of convergence of the 
eyes, numerous jerky movements of the head and body, hyper- 
kinesis, and emotional instability. In 1936, at the age of sixteen, 
the pupils were small, irregular, unequal, and reacted poorly to 
light. There was strabismus, jerking of the tongue, and restless 
jerking choreiform movements of the body as a whole. In April 
1940, at the age of twenty, there was a severe choreiform motility, 
explosive speech, and small, irregular, unequal pupils which re- 
acted sluggishly to light. Also present were nystagmus, strabismus, 
and poor convergence of the eyes. 


Psychometric examination was done in 1929, at the age of 
nine years, two months. On the Stanford-Binet he had a ae 
age of ten years, eight months, with an IQ. of 116, but he faile 
the ball and field test at the eight-year level, and designs at the 
ten-year level. He passed all verbal tests at the twelve-year level. 
On the Pintner-Patterson Performance test he scored a mental 
age of seven. In April 1931, with a chronological age of eleven you 
four months, he scored a mental age of thirteen years, four months 
on the Stanford-Binet test, but it was noted that all tests that 
required motor control were poor. In February, 1933, at oe age 
of thirteen years, three months, he scored a mental age 9 o 
teen years, ten months with an LQ. of 112 and educational ago 
fifteen years, eleven months. Nevertheless, on the Pintner- a er- 
son Performance test, he scored a mental age of nine years, four 
months; on the Porteus Maze test a mental age of iin een 
months; and on the Healy Pictorial test a mental age of ten years, 
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three months. In October 1934, at the age of fifteen, he had 
an I. Q. of 119, but was seriously defective in all tests based on 
motor coordination, visual perception, and visual spatial relation- 
ships. On the Drawing of a Man test (Goodenough), he scored 
a mental age of seven years; the drawing was queer and revealed 
his great uncertainty. In April, 1940, when he was twenty years 
of age, he was given a Bellevue Adult test and scored 129 on the 
verbal portion and 92 on the performance, averaging 112. The 
psychologist noted that he had a highly creative, brilliant, and 
original mind which had never been used for anything except 
extensive reading. This individual, who was apparently con- 
stitutionally gifted, had an attack of encephalitis at the age of 
nine months, as a result of which in the course of a twenty-year 
life span, he showed progressively more serious neurological dis- 
turbances of oculo-muscular control and general motility, with 
a steady increase in impulsiveness and emotional instability, and a 
tendency for major mood swings. In spite of this, he always re- 
mained an amiable individual who was never harmful to anyone 
but himself. His intellectual superiority remained intact in the 
verbal fields and was used by him for wide reading in every field 
of science, philosophy, sociology, etc. His intellectual disabilities 
were dependent upon motility disturbances and difficulties in the 
perceptual fields. There was no evidence that they had progressed. 
The behavior disorder was due to his uncontrollable impulses, 
his emotional swings, and his own recognition of his specific dis- 
abilities and his inadequacy in adjusting to any social situation. 
As he matured, the discrepancy between the social demands and 
his ability to meet them became apparently greater. The progress- 


ive choreiform motor disturbance might eventually overshadow 
the whole picture. 


While there were eleven children in our series who had en- 
cephalitis between 1919 and 1926, there was none who had encephalitis 
between 1926 and 1935. Between 1935 and 1939, five children with 
an undetermined type of encephalitis were seen. All of these were ob- 
served at the time of the acute illness or immediately following it. Two 
suffered severe deteriorating processes, one a mild motor disability 
Which rapidly recovered, and two showed behavior disorders with neu- 
rological defects somewhat similar to other cases of encephalitis 


lethargica, although the courses indicated improvement rather than 
progression. 


The diagnostic criteria for post-encephalitic behavior disorders 
arę now considerable. Even without a history of the specific etiological 
factor or evidence of the specific pathology, the clinical diagnostic 
methods which may be applied to the various fields of behavior are 
sufficient to establish a diagnosis. 
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The behavior disorder or personality pattern is characterized by a 
psychopathic personality type of reaction with hyperkinesis that is not 
modifiable by psychotherapy of the insight or reassurance type or by 
environmental control, except over long periods. It is best understood 
as an organic drivenncss of brain stem origin (Kahn and Cohen) . This 
hyperkinesis leads the child continually to contact the environment 
by touching, taking, and destroying. It also leads. to continuous contact 
With persons through over-affection and abusiveness, clinging and 
nagging. As the personality becomes integrated, there is a tendency for 
asocial behavior in every field: sexual gratification, stealing, and de- 
stroying property, resisting routine, truanting, running away, etc. 
Although the child has some awareness that he cannot control his 
behavior, he docs not show guilt or anxiety but rather fear and appre- 
hension over the results of his actions. There are no neurotic me- 
chanisms. The fantasy life may be rich but it concerris itself with 
aggressive material in which the individual sees himself the leader 
or the innocent victim, but never receiving punishment for his own 
misdeeds, In adolescence or later, there may be mood swings of psy- 
chotic proportions. The behavior can be partially controlled under 
Supervision, but not by trying to treat or train the ego drives. There 
are certain types of non-organic psychopathic personalities which show 


the same pattern of behavior. The differential diagnosis must then rest 


on data from the neurological and psychometric examinations. 


ychometric patterns typical for 


The post-encephalitic follows ps 
2 Those tests dependent on 


children with organic brain disturbances. ; 
Spatial orientation, visual or auditory memory, and baragnostic sense 
are generally failed. More specifically, we find failure to copy a diamond 
(or in a very young child, inability to copy 4 square), poor memory 
for digits, inability to reproduce designs from memory, and often failure 


in distinguishing weights (Yr. IX, Stanford-Binet, 1916 revision). Fhe 


i i i i that 
Organic patient usually has the series correct (provided, of course, 


el of his capacities) except for a slight 
one end of the series; that is, he 
t or the twelve and fifteen-gram 


it falls within the general lev 
error which nearly always occurs at 


Confuses the three and six-gram weigh d ee 
Weight. However, he is unlikely to make the crude mistakes of the 


mental defective. Again, in reproducing designs from memory, a basic 
Pattern suggestive of the original design is generally made, but persever- 
ative activity results in a creation suggestive of a room of endless 
mirrors, 


? Summarized by Florence Halpern, Bellevue psychologist. 
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Discrepancies between the Stanford-Binet and Goodenough Draw- 
ing of a Man indicate a specific imperception for the body image, 
which is a performance of total integration of various perceptions and 
occurs in organic brain diseases as a group (see Bender, 1940) . Where 
the mental age scored on the Goodenough test is two years below that 
on the Stanford-Binet, this is highly suggestive of an organic brain 
process. The visual motor gestalt tests (Bender, 1938) are also of 


diagnostic value, as they reveal disorders in spatial relationships in the 
visual motor function. 


Disturbances in the postural reflexes of children are of major 
importance in evaluating encephalopathic processes, especially of a 
diffuse nature where the gross tendon reflexes and motor disabilities 
are not evident. Teicher has shown that in cases without definitely 
recognizable localized lesions, when no significant neurological signs 
are found, the postural tests disclose significant alterations in motility. 
When more primitive postural reflexes occur in the child, they are 
an indication of a general retardation, or of organic damage to the 
brain, depending on the entire evaluation of the motility picture. It is 
important to realize that the child’s motility must be studied with due 
consideration for his age level. These things are hard to reproduce 
verbally, but a certain pattern of motility which includes choreiform 
motility, primitive postural responses, convergence of the outstretched 
hands, disturbances in associated movements to walking or talking; 
and disturbances in ocular muscular control create a picture which 1s 
diagnostic of encephalitis and tends to progress or regress with the 
associated behavior disturbance. They may or may not be associated 
with other better defined neurological signs. In themselves, however, 
they constitute neurological evidence for encephalitis, at the same 
time contributing to the patient's psychological problems (Schilder, 
1931 and 1937). The electroencephalogram should always be of dia- 
gnostic value in demonstrating pathological brain waves. 


. . < *. s , 
With this battery of diagnostic procedures, the concepts of “pure 
post-encephalitic behavior disorders, in the sense of a behavior disorder 


without other evidence of organic brain disease, should no longer be 
maintained. 


A reconsideration of the encephalitis lethargica cases reported 
here and elsewhere in the literature shows that there are three major 
problems: 1. the motility disturbance, 2. the personality disturb- 
ance related mainly to hyperkinesis and the deficiency in social 
orientation, and 3. the specific intellectual defects which are based 
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on difficulties in gaining patterned behavior through perceptual ex- 
periences. In the final analysis, the whole problem can be reduced to 
problems in impulses which Schilder (1931) ascribed to the strio- 
pallidal-substantia nigra system and to patterned behavior. The in- 
ability to draw a man is an imperception of the body image or an in- 
ability to integrate all of the perceptual experiences of the body. The 
hyperkinesis may be understood as an effort continually to contact 
the physical and social environment and to re-experience and integrate 
the perceptual experiences in a continuous effort to gain some sense 
of orientation to the world. The asocial behavior may be understood 
as the result of the lack of capacity to live out certain infantile drives 
and build up some understanding of one’s place in the world in a tem- 
poral pattern (see Bender, 1938), and inability to learn from past 
experiences and build up a concept of aims for future satisfactions. 
As a result of our experiences with cases so far, it would appear that 
the motility-and impulse disturbances progress, while the disturbance 
in perceptual patterns scems not to progress. This, however, may be 
due to limitations in our observations. Sometimes there appears to be 
a latent period after the acute illness before these disturbances occur. 
This may well be due to inadequate history from relatives and in- 
adequacy of our early observations. * 
Since the last epidemic of encephalitis lethargica, there have been 
some sporadic cases of virus encephalitis in which the clinical course 
has some of the patterns of the epidemic encephalitis, but often a dif- 
ferent course develops. Some cases have run a fulminating course 
during or immediately after the acute stage, with profound regression 
(as in some cases of measles encephalitis) and death in a few months. 
However, sudden improvement may occur after one or two months, 
with no apparent signs of further progression. Others are very mildly sick 
in the acute stage with doubtful sequellae which seem most evident 
in periods of stress due either to developmental crises (puberty, etc.) 
or environmental difficulties. These children represent our most 
challenging problem in confirming the diagnosis and unraveling the 
Various factors which lead to periods of poor adjustment. The home 
and schools must be encouraged to carry on with the child on the basis 
that only the margin of safety is lowered, and not the total capacity 
for adjustment. 
Mike McD. was born in Bellevue Hospital and readmitted 


to the Pediatric Service at the age of three weeks, because of navel 
bleeding. He was cared for thereafter through the well baby and 


3See p. 157. 
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pediatric clinics for the various ills of childhood, including upper 
respiratory infections, gastro-intestinal upsets, skin infections, and 
flat feet. On July 1, 1940, at the age of five years and ten months, 
he was admitted to the pediatric service following a day or two 
of diarrhea, apathy, and lethargy. It was found that he had an 
elevated temperature. He continued to be lethargic but there 
were no positive somatic or neurological signs. A lumbar puncture 
was negative. He recovered rapidly. The discharge diagnosis was 
“fever of unknown origin” and only subsequent developments 
led to the retrospective diagnosis of encephalitis. One and a half 
years later, he was referred from the pedriatic service to the neuro- 
logical service because of a tendency to fall asleep in school, and 
fog-like states approaching petit mal attacks. An electroencephalo- 
gram confirmed a diagnosis of narcoleptic states, apparently spon- 
taneous in origin. A diagnosis of encephalitis was made. Two 
years later, at the age of nine, (in February 1944), he fell over 
a balustrade three flights down, sustaining a mild cerebral con- 
cussion with a period of confusion. He was hospitalized for two 


weeks. There were evidently no neurological sequellae to this 
accident. 


He was referred to us in May 1944 at the age of nine years 
three months, from the schools, because his behavior and school 
accomplishments seemed inadequate for his ability. However, 
the school authorities questioned the likelihood of an encephalitis, 
since abilities were good and since for long periods he was capable 
of well-sustained normal behavior and good learning. In addition 


there seemed to be emotional factors in the home sufficient to 
account for his problems. 


The father, a chronic alcoholic, was inadequate, infantile, 
disinterested in his children, and unstable when his own com- 
forts were disturbed. He had not worked for some time, and on the 
occasion of admission of the patient left the home to be hospital- 
ized as a case of suspected tuberculosis. The mother had worked 
since Mike was two and one-half years old, and rather openly 
expressed her ambivalent attitude towards her children, her 
home, and marital life. There was a normal six-year old sister. 


There had been several abortions because the mother had not 
wanted children. 


The complaints against Mike were behavior fluctuations rang- 
ing from apathy, daydreaming, narcolepsy, and grogginess, to defin- 
ite hyperkinesis, facial twitching, stuttering, pseudo-self induced 
hallucinations, and erratic silly behavior. He was accident prone. 
Besides the accident mentioned, he had been hit by a truck, fallen 
down a flight of stairs, and been struck by an ash tray. In regard 
to the first accident, he stated he felt impelled to look over high 
places. He also felt dizzy and tended to become groggy and lose 
his balance. This had resulted in his falling over the balustrade, 
three flights down. 
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_ Examination procedures required the most careful evalua- 
tion of frequently repeated tests. These left no doubt that there 
was an encephalopathic disorder which seemed to interfere with 
his normal impulse life and the organization of patterned be- 
avior. 


The neurological examination showed that the pupils were 
round and equal and reacted normally to light, but there was 
poor ocular convergence. The facial muscles showed a great deal 
of irregular activity with grimacing and some ticlike behavior. 
There was a speech defect which was a mixture of lisping and 
stuttering, and there was a disturbance between the association 
of respiration and speech. There were many oral mannerisms and * 
activities, including putting things into his mouth, and yawning. 
There were also difficulties in the postural responses which showed 
a divergence of the outstretched hands more marked on the left, 
and an irregular athetotic activity. There were disturbances in im- 
pulses so that he was usually apathetic, although simultaneously 
there was a continual drive for restless hand and mouth activity, 
especially when he was under emotional strain. Continuation of 
such a situation led to the drowsiness. However, during observation 
on the children’s ward, he did not show any narcolepsy, aggressive 
Over-activity, or other disturbed behavior. 


„an An electroencephalogram performed on May 1l, stated: 

Grossly normal electroencephalogram; shows no significant gen- 
eralized or localized electro-cortical dysrhythmia. While this record 
shows findings characteristic of a beginning sleep record and is in 
that sense compatible with clinical narcolepsy, there are no other 
significant abnormal findings.” An electroencephalogram repeated 
on May 27, was more normal. 


Psychometric examination, performed on April 20, gave him 
an I.Q. of 109 on the Stanford-Binet (1916) with a mental age of 
ten years, seven months on the basis of his chronological age of 
nine years, eight months. There was a wide scatter on this test 
with the basal age at eight, and successes through the fourteenth 
year. There were superior responses in comprehension and ab- 
Stract reasoning with poor results involving visual organization 
and weight perception. There were no disturbances in memory. 
On the Wechsler-Bellevue test he scored an I.Q. of 113 with a 
verbal score of 115 and a performance of 110. In this test he did 
poorly in block designs and digit symbols. The Goodenough 
Drawing of a Man scored ten years even. Educational tests showed 
that he could do 6A work in oral spelling, 5A in written spelling, 
and 4th grade in reading and arithmetic. He was placed in the 
4th grade. It is quite significant that he was able to keep his school 
work up above his grade placement. An analysis of the psycho- 
metric examination showed a boy of bright normal intelligence, 
with some interference in intellectual functioning of the type 
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found in encephalopathies. The Rorschach test showed that he was 
unstable and impulsive with poor emotional adjustments. Basically 
an outgoing child, he showed obsessive tendencies and doubts con- 
cerning his own adequacy. The Rorschach pointed to neurotic 
features rather than organic ones. 


In psychiatric interviews, one also saw that his deep anxiety 
reflected tath his feelings of his own insecurity and his inadequacy 
resulting from the brain pathology. Also reflected was me 
security in the home. He had a rich fantasy life with many VIVi 
dreams and pseudo-hallucinations. He was much interested, 1n 
movies, comics, anå spent a good deal of the time daydreaming- 
In this way he attempted to solve his emotional problems. He 
showed a great deal of fear of death, and expressed failure. He 
was fearful of father objects, and concerned about the welfare of his 
siblings. There was an especial concern over body image problems. 

This boy had a good endowment and showed minimal signs 
of an encephalopathy which was apparently related to the illness 
at five and one-half years. We could not determine to what ex- 
tent the more recent head injury contributed to the picture. He 
showed a very real capacity for normal adjustment. Many of his 
problems were made much worse by the emotional problems in the 
home. He was a type of boy who should be given every opportunity 
for normal adjustment in the community with favorable opportun- 
ities. He should then be able to control much of his pathologica 
tendencies and every effort should be made to minimize them. 


Post-infectious encephalitis is likewise not a common disease and 
fluctuates very much in incidence, due partly to prevention of the 


initial disease, and partly to epidemiological problems which are not 
fully understood. 


During the eight years between 1934 and through 1942, only four 
cases of measles encephalitis were seen on the children’s ward in Belle- 
vue. However, during 1943 five cases were seen. Ford, too, calls atuention 
to the low incidence of the disease, although it is the most common 
form of post-infectious encephalitis. He also remarks that the €P- 
cephalitis is rare in some measles epidemics and occurs in others 10 
groups like small epidemics. There are a great variety of clinical pictures- 
In general, however, the recognition that the clinical picture is usually 
produced by a diffuse encephalomyelacia indicates the generalized 
character of the symptomatology, the severity ranging from case to case- 


Many cases are fatal, and some are said to recover without sequellae 
(Ford) . 


In one case seen at Bellevue, the measles produced a complete 


cessation of mental development from the time of the illness at 
one year. Also present were continuous restless activity, especially 
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of the hands, and outbursts of laughter and singing. There was 
a mild Froehlich type of obesity. We observed another case, a seven- 
year old boy seen immediately following a measles encephalitis 
diagnosed at a hospital for contagious diseases. It was reported 
that he had shown signs of spasticity in the legs. When seen by us, 
he showed signs of peripheral neuritis, especially of the left leg, 
With foot drop weakness, reduced reflexes and anesthesia. He was 
Impulsive, hyperkinetic, distractible, and disturbed and sleepless 
at night. He improved steadily so that at the time of discharge he 
showed only a short span of attention, a subjective feeling of in- 
feriority, and inability to do his school work. 


A third case followed both measles and chicken pox, and most 
closely resembled encephalitis lethargica. There was a relatively 
quiet period following the acute illness, with gradually developing 

yperkinesis, asocial behavior, and slight neurological signs in 
Ocular muscular control and motility control. There was a Froelich 
type of obesity at puberty. 

In 1943, we saw Elaine who was eleven and one-half years old, 
a normal, healthy, bright child in a good home. On three consecu- 
tive days she developed coryza, Koplik spots, and a rash. A di- 
agnosis of measles was made. On the fifth day she had headache, 
abdominal pain, and a rapid elevation in temperature. On the 
seventh day she had two convulsions, became comatose, and was 
admitted to a hospital for contagious diseases. There her neuro- 
logical examination showed muscular rigidity, absent knee jerks, 
ankle jerks, and abdominal reflexes. Lumbar puncture showed 
the spinal fluid to have a resting pressure of 140—150 mm, no cells, 

00 mgms. per cent of glucose, and slightly positive Pandy. Ten 
days later it showed three lymphocytes, and 100 mgms. per cent 
glucose. The patient improved from her admission coma for four 
days, sat up, fed herself, attempted to read, was anxious to demon- 
Strate knowledge of the use of things, but was unable to speak. From 
the fifth day after convulsions, she became more detached, was resist- 
Ive to care, and regressed in habit patterns to soiling, wetting, and 
Playing with feces. Tube feeding became necessary. She cried, 
whined, and was irritable. One month after the onset of the illness 
she was transferred to Bellevue Psychiatric Hospital. During the 
first week she was cared for in bed, but for the last six weeks was 
With the other children on the Children’s Ward. She was always 
resistive to examination procedures that required manipulation 
of her body. The only deviations that could ever be determined 
Were slight inequality and irregularity of the pupils, absence of 
Ocular convergence, and equivocal Babinski (on initial examin- 
ation only). The examinations of the spinal fluid, blood, and 
urine were all negative. The temperature curve was normal. 


Her motility was graceful but she was restless and impulsive. 
She was always without language. She never spoke words, but made 
guttural sounds expressing satisfaction or dissatisfaction. She 
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sometimes attempted to imitate other people’s behavior in speech, 
but without success. She showed regression to a low level of grasp- 
ing, oral, anal, urethral reflex behavior. She would grasp for, 
finger, take, or manipulate any object, and sometimes would pull 
at other children or choke them. She ate with her hands and could 
not acquire the use of a spoon. She would put anything into her 
mouth and if permitted was interested in exploring the mouths 
of other people or even a cat, doll, or toy animal. She soiled, and 
smeared and threw her feces. She wet where she sat or stood. 
She nevertheless always wanted to be in the company of other 
children, watching their behavior, and trying to imitate them. 
She would laugh with them and was angry when frustrated by them. 
She would handle a pencil, scribble, and sometimes continue 4 
Sequence of numbers or the letters in her name. The only am 
provement seemed to be in ability to use her reflex grasping, biting, 
fecal playing in a more organized way when driven by aggressivi 
impulses. When a person approached her, she would either exten 

her hand to shake hands, or run up (even to strangers) and, ksa 
bite, or spit at them. Nocturnal fecal play became almost a ritua 
She was transferred to another institution, where after severa 
months her behavior was said to be the same. 


Another girl of seven and one-half, one of twins, had measles 
with rise in temperature, and headache. Convulsions ocairta 
on the fifth day and were followed by coma. She subsequent y 
showed a period of aphasia from which she recovered in tie 
weeks. She then seemed normal but could not keep up with he 
twin in school work. Six months later she had another convulsion 
with a return of aphasia which cleared in three or four weeks. 
There was a third recurrence three months later, with the aphas!4 
persisting and necessitating admission to our service. At that time 
she was impulsive, with marked aggressive grasping and oral be- 
havior. Return of normal speech was slow and characterized by 
many aphasic features. A convulsion caused further regression with 
very slow improvement and periods of great instability. During 
these she would have temper tantrums brought on by frustrating 
experiences arising from handicaps imposed by her encephalopathy- 


In contrast, still another girl of eight, after initial coma 
and severely regressed behavior, showed rapid improvement in 
four to six weeks and after a year remained quite normal in genera 
appearance although postural tests showed regressed primitive 
features in a tendency to whirl and some athetotic motility, more 
marked on the left and tending to increase with fatigue. Psycho- 
metric tests showed difficulties in visual motor pattern, Gestalt, 
Goodenough, ball and field tests. There was some evident insecuT- 
ity in learning processes. 


Prognosis in these cases obviously varies, the most telling features 


being the presence or absence of convulsions. Children profoundly sick 
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with complete regression in the acute stage may nevertheless improve 
to apparently normal levels in a few weeks, but examinations especially 
in patterned neurological (postural) and psychometric (perceptual- 
Motor) fields may indicate deficits which may at least limit the margin 
of safety of the individual's future adjustment. 


Behavior disorders with encephalitis following the other 
exanthemata are even more rarely seen. Admission to the hospital 
was requested for one child while he still had chicken pox, be- 
cause of bizarre behavior of four days’ duration. He was emotion- 
ally disturbed and appeared frightened and semi-delirious. This 
was gradually modified in the next wecks to a schizophrenia-like 
picture. The child was preoccupied with fantasies that he never 
expressed well to us. His motility had the features of cerea flexi- 
bilitas. He was disinterested in the environment, but his attention 
could be secured, at which time he was able to score about 
average on a psychometric test. After a period of relative akinesis, 
the child became hyperkinetic, irritable, and given to temper 
tantrums if thwarted. He was given therapy in the third month 
following his illness and was finally sent home in what appeared 
to be good condition. However, the home was unfavorable and 
the child was continually referred back to the hospital because 
the family could not tolerate his slight degree of hyperkinesis. 
Finally he adjusted well in a boarding home. 

On the Children’s Ward between 1934 and 1939, eleven children 
Were seen who had suffered from encephalopathic processes as a re- 
sult of whooping cough in earlier childhood. + These are likely to leave 
very crippling residuals with motor as well as personality handicaps. 

here is always evidence of focal lesions and usually of enlargement of 
Some part of the ventricular system (or focal cortical atrophy). There 
1s often associated epilepsy which may result in progression of the 
Process. The condition is frequently due to hemorrhage in the brain 
at the time of the severe whooping cough. However, Ford gives evidence 
that there are sometimes inflammatory processes instead, while in still 
Other instances the pathology is not clearly accounted for at all. In any 
case, the clinical picture argues for focal and not diffuse pathological 
changes. It is, therefore, possible to get almost every conceivable motor, 
Intellectual, epileptoid, and personality deviation including combina- 
tions of them, in both mild and severe degree. Consequently the clinical 
Picture is as varied as in the post-traumatic disorders. The final process 
is not in itself progressive, but the developing child may show pro- 
8Bressively more serious symptomatology, or epileptic phenomena may 
result in progression. 


4See footnote 1, p. 157. 
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Sydenham’s chorea was by far the most common cause for changes 
in behavior with an organic basis in our series of cases from 1934 
to 1939.5 It accounted for twenty-four cases. Shaskan also reported sort 
some of these children. The possible varieties of disturbances, which 
may be associated with this disease, are not adequately recognized by the 
profession. Many of these children were sent to us because they WEAR 
thought to have primary behavior disorders. The chorea was either 
overlooked or considered to be a purely coincidental occurrence. It i 
recognized that children with chorea may be restless, irritable, emotion- 
ally unstable, inattentive in their school work, and awkward in their 
motility, but it is not readily recognized that they may display a more 
or less “naughty” child behavior, which is not only annoying to parents, 
nurses, and doctors, but often interferes with adequate and necessary 
nursing care where the chorea and endocarditis is under consideration 
This “naughty” behavior will not respond to discipline or paeo 
therapy but will respond to fever therapy or other therapy direcias 
at the rheumatic fever itself. Otherwise it disappears as the process re 
covers spontaneously. Other children show more bizarre disturbances 
with vague hallucinations, fears, and episodes of panic. In these cases, 
the motility may have cataleptic as well as choreiform features and me 
picture may resemble schizophrenia. The importance of recognizing 
this condition lies in the possibility of treatment (including the a 
cessity of rest to protect the heart) and the good prognosis for eac? 
episode as far as the cerebral signs are concerned even when the episodes 
recur. For some reason this disease ha 
last few years. Only one case w 
the sulfa drugs are 
disease. 


ae in the 
s diminished very much in z 
as seen on our wards in 1943. P 
preventing the tonsillitis which often preceded t 


Out of an admission series of four thousand children in six years 
(1934—1939) thirty were found to be suffering from cerebral sequellae 
and behavior disorders following pyogenic encephalitis. 6 This series 10- 
cluded eleven cases of meningococcus meningo-encephalitis, nine of €07 
cephalitis associated with pneumonia, six with mastoiditis, and four 
with mixed or miscellaneous infections such as osteomyelitis and 
carbunculosis. The children with pyogenic encephalitis showed a V@ 
riety of syndromes, varying with the localization and severity of the 
process, the age of the child when he suffered from the disease and the 


5 See footnote 1, p. 157. 


6 Abstracted in part from Cerebral Sequellae of Encephalitis in Children, Archives 
of Pediatrics LIX, 1942, 772—784. 
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age when he was observed. The meningococcus infection tended to 
localize at the base of the brain and invade the ventricles. The pyogenic 
infection secondary to ear and mastoid infections tended to involve the 
adjacent areas such as the auditory nerve, the cerebellum, and the basal 
ganglia. Bloodborne encephalitis secondary to pneumonia, osteomye- 
litis, or carbunculosis produced more diffuse sequelae. The behavior 
disorder in some cases tended to appear more severe after a latent 
period, but actually the child’s behavior disorder and neurological 
deviations gradually improved, especially at puberty. In some instances 
the child was left entirely free of any evident disability, in other cases 
the child’s disturbed behavior subsided and permitted a subclued ad- 
justment at home or in an institution. This adjustment was at. a lower 
level than the constitutional endowment would have indicated. 


The pyogenic meningo-encephalitides stand in sharp comtrast to 
the virus encephalitides, as the latter tend to progress at least: in part. 


Seven of these children were under six and were included in the 
report of Yarnell and Bender on two hundred and fifty ‘pre-school 
children. Three were due to meningococcus meningitis, two ‘were asso- 
ciated with pneumonia and one each with erysipelas and carbbunculosis; 
of the remaining five, four were due to whooping cough and one to 
chicken pox. The authors concluded that the infant under the age of 
One year is subject to a diffuse type of generalized, bloodborne in- 
fectious disease which in many cases appears to cause a cessation of 
mental growth at the period in which the disease process occurred. 
Epileptic phenomena may be associated, but are usually transitory and 
tend to burn out. General and focal motor disability may or may not 
Occur. However, in some cases severe infantile illnesses occurred with 
evidence of widespread damage to the central or peripheral nervous 
System, though still permitting the continued normal develo pment of 
intelligence. Wertham has shown that the meningococcus p‘roduces a 
meningo-encephalitis because the exudate invades the cortex from the 
meninges by way of the sheaths of the small vessels, and also because 
there is often found an associated diffuse encephalitis of thie central 
portions of the brain. The latter probably accounts for the clinical 
Picture comparable to that seen in lethargic encephalitis. 

The subsequent clinical picture has protean forms, which argues 
for a non-specificity of localization. One mute child provecl to have 
No other finding than an eighth nerve deafness. Another hacl an asso- 
ciated cerebellar ataxia due apparently to an invasion of the cerebellar 
cortex from the basal meninges. One child had internal hydrocephalus 
with convulsions for a year. They then ceased and the hydrocephalus 
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did not progress. The child’s intelligence was inferior but not defective 
and not lower than that of other members of her family. There was 
no behavior disturbance. 


In some children the picture would appear to be indistinguishable 
from encephalitis lethargica at some periods but the course is different, 
since in meningococcus meningo-encephalitis there is a tendency for 
improvement to occur at least at the time of puberty. 


L. S., a normal boy of average intelligence, had meningitis at 
nine, after which he was in constant trouble at school, at home, 
and in the neighborhood. He was in Children’s Court five times. 
He hitched trucks, rode subways, ran away from home, and tru- 
anted. He was first examined at Bellevue at the age of twelve, 
and again at thirteen, at the request of the Children’s Court. He 
was hyperkinetic, aggressive, and impulsive, disturbing the routine 
of all the other children as well as generally abusing them. There 
was a slight choreiform disturbance in motility, and a mild de- 
fect in ocular convergence. The I.Q. on the Stanford-Binet sonl 
was 104, but the Goodenough was inferior. After one and a hal 
years in a state hospital, he returned to us voluntarily, requesting 
approval for reéntering school. At that time he was quiet, com- 
posed, even subdued. There were no neurological deviations. How- 
ever, there was a Froehlich type of obesity. The drawing of a cw 
was still inferior. He re-entered school, progressed to the thir a 
term in high school, stopped to get work, and recently was accepte 
as a draftee in the army at the age of nineteen. When last seen 
he was slightly obese, but otherwise appeared normal. 


G. A., a negro boy, had meningitis at three years. He was 
admitted to the hospital for study at ten years, because he was 4 
confirmed truant and runaway. He was inattentive in school. 
At the age of eight he was sent to a training school for negro boys. 
At that time he had an I.Q. of 92 but no school accomplishments. 
There was a unilateral Babinski, difficulty in ocular convergence, 
and disturbed postural reflexes (Teicher) with a fanning of the 
fingers, convergence of the arms, and increased reactions on one 
side. After one year he was returned to us because of apathy 
and dullness. He seemed to have lost his excessive impulses and 


It is probable that the encephalitis associated with pneumonia 
in early childhood is similar to the meningococcus encephalitis. How- 
ever, the history in case of the meningococcus encephalitis is always 
very clear. The children are nearly always hospitalized, the diagnosis 
is confirmed by clear-cut laboratory criteria, and the onset of behavior 
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disorder is directly connected with the illness. Not only is the diagnosis 
of pneumonia itself less readily determined, but the organism involved 
is less certain. Furthermore, pneumonia in childhood is often a compli- 
cation of other illnesses or one of a series of related illnesses such as 
measles, otitis media, etc. However, the following series of cases will 
show a close similarity to the cases of meningococcus encephalitis 
both in symptomatology and course. 


F. R. had pneumonia at five months, associated with con- 
vulsions. It was followed by otitis media, but no mastoid involve- 
ment. His development was somewhat retarded. Convulsions con- 
tinued with hyperkinesis. He was seen at three years when he was 
willful and meddlesome. He then had an I.Q. of 78. When seen 
at five years, he had improved somewhat, no longer had major 
convulsions but rather minor lapses followed by sleepiness. He 
attained an I.Q. of 95. He was still hyperkinetic but amiable and 
ingratiating. He spent much of his time in singing, praying, or 
confabulating stories. At the age of seven he presented a bizarre 
picture of compulsive and stereotyped behavior and passed much 
time explaining why he could not get along in terms of his actual 
disease process and real difficulties in the home. He was sent to a 
state hospital, at the age of ten. There it was stated that his be- 
havior was not distinguishable from a primary behavior disorder. 
However, the air encephalogram showed dilated ventricles, more 
marked on the left, and the electroencephalogram showed epi- 
leptoid waves. His speech was dysarthric, and he showed chorei- 


form motility. 


W. S., a negro boy, had pneumonia at eleven months, and 
was very sick. He was subsequently petulant and given to temper 
tantrums. In school he did not progress and interfered with others 
because of his hyperkinesis. At eight years of age he was found 
by us to have a general restlessness, rather severe but changing 
choreiform motility, dystonia of the muscles, more marked on 
the right side of the neck and leading to a torticollis. There was 
facial grimacing and lack of associated movements. His drawing 
of a man was inferior when compared with his mental scoring, 
and the Gestalt drawings were distorted in the direction of an 
organic disease. His fantasy life was full of free aggression without 
any evidence of anxiety. 


Two cases with ostevmyelitis complicating pneumonia and two 
cases of carbunculosis probably belong in this category and represent 
instances of infantile meningo-encephalitis of pyogenic origin. The 
cases associated with carbunculosis are of special interest. 


One child showed a diffuse hyperkinesis and mild disturbance 
in motility and control of ocular muscles. The other child had 
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carbuncles from nine to eighteen months. There were convulsions 
from fifteen months, which gradually diminished in severity and 
frequency and disappeared. The child’s mental development 
practically stopped at eighteen months. 


Severe mastoid infection in early childhood often complicated 


by other illnesses such as pneumonia was responsible for involvement 
of the brain in six cases in this series. There were associated changes 
in mental development and in behavior. They were among the most 
serious behavior disorders observed by us. Half of the group was 


psychotic but not presenting the usual picture of post-encephalitic 
personality change. 


Two girls had mastoid infection before the age of nine months, 
with evident cerebral involvement at the time (convulsions) - 
They were left with a residual hemiplegia. Both were retarded 
mentally in comparison With siblings, to about borderline defect- 
ive level. Both were difficult to manage as children, being over- 
active, irritable, and antagonistic, with temper tantrums when 
thwarted. Both girls tended to neglect the significance of their 
hemiplegia, at least consciously. They insisted that they were 
Not seriously crippled and their condition did not worry them. 
At about puberty both girls became very disturbed. They showed 
paranoid features and attacked those about them because they 
thought they were being abused or misunderstood. They could 


not be given any insight and their menacing behavior require 
State hospital care. 


One boy showed a psychosis at the age of eight which re- 
sembled childhood schizophrenia except that the neurological 
examination showed the postural changes of a mild hemiplegia, 
and the air encephalogram showed dilated ventricles greater 95 
the involved side. The electro-encephalogram showed abnorma 
brain waves localized on the involved side. Furthermore, the 
child responded to shock therapy much better than most schizo- 


phrenic children, and when seen two years later was developing 
normally. 


A boy with mastoiditis and a transient hemiplegia in 1° 
fancy, later developed the usual post-encephalitic personality dis- 
order. He showed hyperkinesis, distractability, inability to ne 
himself to any routine, and a resulting asocial behavior patter? 
with truancy, school failures, vei 
finally required training in a corrective institution where his be- 
havior was controlled by superimposed routine and supervision. 
Another child showed ‘similar behavior but it was associated 
with petit mal convulsions and irritability which necessitate 
hospital institutional care. Another child showed a resulting in- 
ternal hydrocephalus, spasticity, partial nerve deafness, and retara- 


running away from home, etc. 
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ation in development over several years. At eight years, however, 
he was developing rapidly and able to score almost normally on 
psychometric tests. His personality pattern seemed to be neurotic 
rather than organic. 7 


BURN ENCEPHALOPATHIES 


From time to time I have seen children who presented all of the 
problems associated with chronic encephalitis except that there was no 
history of an encephalitis. Instead there was an early severe burn 
following which the psychopathic behavior disorder developed. Exam- 
ination showed the neurological signs and the disturbance in intellect- 
ual functioning that we have also seen in the post-encephalitic child 
(especially the pyogenic type). The subsequent history has shown a 
similar course. 


In 1936 Joseph H. Globus and Morris B. Bender reported a case 
Of disseminated toxic degenerative encephalopathy secondary to an 
extensive burn in an eight-year old boy. The diagnosis was confirmed 
by post-mortem studies. He had a stormy clinical course, with initial 
Shock, anuria, and vomiting, infection of the wound area, and’ episodes 
of dehydration. Regressive mental symptoms appeared two months 
after the burn and progressed six months after the burn until death. 


In July 1940, an eight-year old girl in a deeply regressed 
mental state was brought to Bellevue four and a half months 
after she was burned with boiling water over her back, buttocks, 
chest, right arm, and thigh (Nathan Roth). She had been under 
hospital treatment where she apparently did well until the 
twentieth day, when she lapsed into coma and had a series of 
generalized convulsious with a temperature of 107° F. When she 
regained consciousness, it was found that she was speechless and 
completely out of contact. Her behavior was limited to irritable 
resistance to care. When she was admitted to Bellevue three months 
later, she could take care of her personal needs and sought the 
association of other people, but was emotionally —— pect 
to noisy screaming when frustrated. She could not spea an l ony 
understood “bye-bye” and “kiss me” to which she responded wi 
appropriate gestures. She could neither understand nor write a 
symbols, although she had learned to read and write before her 
accident. She could not draw a human figure, a square, or even a 


T See footnote 6, p. 172. 
8 Abstracted in part from Burn Encephalopathies in Children. Archives of 
Pediatrics. LX, 1943, 75—87. 
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i t could only scribble. There were continuous athetotic 
Benim ‘of the sighs hand, and she fed herself with bet bi 
hand, although she had been right-handed before the poe 
pneumoencephalogram showed dilatation of the third an Ta 
ventricals, and apparent cortical atrophy of the fronta 
parietal lobes. 


Subsequently she has remained at home except for a period 
of care on a surgical ward for skin grafting. She was admit i 
the Children’s Observation Ward of the Psychiatric Dip S 
February 1942, at which time she presented the picture of eo 
and eager child, impulsive, demanding attention, wanting a mye 
to be in the center of activities and given to severe onibu! Fe 
rage and loud crying if she was frustrated. Her language ha Sarh 
proved very markedly. However, she could not unden o a 
plicated or lengthy statements. Her spoken language was li uld 
to a few words which she soon tended to perseverate. She sions 
however, express herself with gestures to a considerable ex Bue 
after spoken language failed her. She wrote her own NAME 
perseverated the last letters. She could not recognize er “i 
letters, words, or numbers, and perseverated when she tried to aon 
There was, thus, a mixed aphasia, involving more motor _put 
sensory components, with little agnosia and no eee five 
persisting alexia and agraphia. She scored a mental age yam 
years on the Randall’s Island test, and six years on the isions: 
enough Drawing of a Man. There were no further convu ae 
Her neurological status showed a right facial weakness for a ini. 
athetosis and drifting of the right arm, and a right Ba a ee 
Her facial expression was flat and she showed a Parkinson ing 
like posture, but this may have been due to the extensive pare A 
over the back. The electroencephalogram showed genera ail 
electrocortical dysrhythmia most pronounced in the parieta ere 
temporal areas especially on the left side. The wave forms 1940, 
still abnormal but more normal than those obtained in July, 


. . i e- 
at which time only a fragmentary record could be obtained b 
cause of the child’s lack of cooperation. 


This case leaves no doubt that the child had an encephalopathy 


z : ed 
as a result of the burn to the body surface. She survived and ante 
progressive improvement, with the likelihood that her language ká 5 
continue to improve. However, she will always be left with a languag 


defect as well as minimal neurolo 
which will distort her behavior. 


5 x : nce 
gical signs, and an impulse disturba 


P P PORN to 
Other children with histories of burns, have been referred 


, A a é zam- 
Bellevue for their behavior problems per se. Observation and exa 


ination have brought out the evidence fi 
relationship to the early burn, 


he 
oran encephalopathy and t 
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Helen S. was born on May 5, 1923. Her early development 
Was normal until the age of four years when on the occasion 
of being left alone with her younger siblings, she was severely 
burned on the right arm, side, and leg by a candle which ignited 
her clothes. Her medical treatment was neglected until a week 
after the accident, when she was admitted to a hospital, in a 
critical condition. Then the mother removed her and court action 
Was necessary before hospital care could be continued. From the 
age of twelve to fifteen years she was brought to Bellevue on 
Several occasions by court order. The mother always resisted giving 
any history but on one occasion she did state that Helen had 

een “nervous” since the burn, especially in her right hand. She 
always dropped things and had crying spells for hours. First 
complaints were made by the schools to the effect that she had 
always been a problem, but the mother would never recognize this. 
Finally, in 1935, at the age of twelve, she was suspended because 
she was brutally assaultive to other children, unable to attend 
to any of her own work, and physically resisted any control by her 
teachers. She showed every form of disorganized asocial behavior 
and was subject to hours of impetuous crying. She was examined 
by a psychiatrist of the Board of Education, who found choreiform 
Jerks of the tongue and body in the Romberg position, coarse 
tremors of the left arm on use, reduction of all associated move- 
ments in walking, and slow monotonous speech with poor enuncia- 
tion. She was also found to be restless, talkative, fidgety, distract- 
ible, and unconcerned about her behavior. The report spoke of an 
Organic causative factor, possibly encephalitis” and she was re- 
ferred to Bellevue for a neurological study and possible commit- 
ment because she was considered a menace. She was under ob- 
Servation in Bellevue in June, 1935, August, 1936, and April, 1938. 
In the intervals she was reexamined in the school clinic and also 
In the Children’s Court Clinic, the Kings County Mental Hygiene 

linic, a girls’ training school, and a child-placing agency. She was 
committed by a contested hearing before the Supreme Court in 
August 1938, to the State School for Defectives, but escaped in 

ugust 1989 at the age of sixteen. She has not been traced since 
Men. She was examined by numerous physicians during this time, 
of Which at least seven reported findings suggestive of an enceph- 
alitic process. These included awkward gait with athetotic and 
tremulous motility more marked on the left side, disturbances in 
associated movements in walking, slow monotonous speech, and 
™pairment in ocular convergence. Endocrine anomalies were 
described, such as a Froehlich-like picture before puberty, but sug- 
8esting signs of hyperthyroidism afterwards. 


Psychometric examinations were numerous. At twelve years 

of age she scored an 1.Q. of 79, at fifteen years an I.Q. of 63. 
€r two siblings scored above 85. Analysis of the psychometrics 
showed the intellectual disabilities characteristic of encephal- 
pathic children in that she failed in all visual spatial relation- 
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ships such as drawing the diamond, the ball in field test, memory 
of designs, the drawing of a man, and repetition of digits at the 
level where she could handle verbal material. Her behavior can 
simply be described as impulsive and disorganized until after 


puberty, when her sexual impulses drove her always in one di- 
rection. 


In the course of twelve years, about a dozen children have been 


seen on the Children’s Ward at Bellevue with histories similar to the 
above one. 


Needless to say, this same problem could be studied from the point 
of view of the emotional and personality reaction to the shock of a burn, 
the incidence of hospital treatment, and the disfiguring scars to the 
body. Each of these children showed their problems in this regard. 
In addition, several other children with shocking and disfiguring burns 
have been observed by us whose behavior disorders could be related 
to this problem. Their difficulties were clearly neurotic, however, aP 
could be resolved by psychotherapy and social manipulation. Further- 
more, they showed no neurological deviation or intellectual dysfunction. 


Dr. Hyman H. Fingert 9 attempted a follow-up study on children 
who had been treated for burns, on the surgical ward of Bellevue 
Hospital. This revealed three other children who had been problems 
following burns but who had never been brought to clinics for the 


behavior disorder. Only one of these showed any features of an ef 
cephalopathy. 


urns 


Florence H. at four years of age received third degree enon 


of the chest, neck, arms, and abdomen, involving more than 
thirds of the body surface. According to her mother, she was $ 
active as her two sisters. She minded better but was more neyra 
excitable, and easily frightened. She worried a good deal ane 
her school work. She bit her nails and wet her bed until the o 
of nine. It was then that she was interviewed and examine 


Dr. Fingert. She occasionally had nightmares of a man aes 
in the window after her. 


__ She was found on examination to be a well develope 
nine-year old girl with extensive scars on both arms, the chest on 
back, neck, and lower half of face. Ocular convergence was deita 
ive. Both arms dropped on extension and there were arhe cy 
movements of the outstretched fingers and increased tendens 
tor the body to rotate on the longitudinal axis when the head 
turned (pathological postural reflexes) . 
st. Lovis» 


_ © Dr. Fingert is now at the Washington University College of Medicine, 
Missouri. 
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The child was restless, probably due to the scarring of the 
eyes and neck. Her psychometric examination gave her an 1.Q. 
of 93, indicating average intelligence. Rote memory was poor 
but there were no other indications of interference with mentation. 
Her Goodenough Drawing of a Man was of normal standard. 


This child, therefore, showed some neurological signs and person- 
ality deviations suggestive of the same pathology revealed in the children 
whose behavior had been so seriously disturbed as to necessitate care 
on a psychiatric observation ward. 


The behavior problem itself is characterized by the hyperkinesis 
or organic drivenness of the encephalopathies, and the lack of patterned 
behavior with the inability to adapt to social demands. The intellectual 
functions are interfered with by the same disability in integrating per- 
ceptual material with a tendency to cause a gradual drop in the intel- 
ligence quotient. In addition these children acquire little or no school 
knowledge or training. The relatively low 1.Q. indicates considerable 
interference in intelligence as measured by our standard tests and by 
school accomplishments. It appears to be a more serious dysfunction 
than is observed in many cases of encephalitis lethargica, for example. 
The neurological signs point to disturbances in ocular motor control, 
extrapyramidal motility disturbances in associated movements and in 
Vegetative control They are therefore in the mid-brain, subcortical, 
€xtra-pyramidal category. 


However, more serious brain involvements are demonstrated in 
the case reported by Kruse and the one now under study at Bellevue 
and already reported by Roth, as well as in the patient reported by 
Globus and Morris Bender. At autopsy the latter showed degenerative 
changes in the white substance as well as diffuse glioses of the gray 
substance. It is remarkable that in all three of these the apparent onset 
of the encephalopathic process occurred a few weeks after the accident, 
but while the child was still under active treatment for the burned area. 
The causative factor is still not clear. One may consider the following: 
Globus and Morris Bender refer to the toxic substances that are formed 
in the disintegrating burned tissues and that may act pharmacologically 
directly or indirectly on the brain. Kruse and Roth relate the damage 
to the central nervous system to disturbances of the blood and circulatory 
apparatus. This agrees with the surgical picture of shock where there 
is a rapid dilatation of capillaries and escape of fluid into the paren- 
chymatous tissue as described by Trysler, Egbert and Williams; also 
Lee, Elkinton and Wolff. However, the last two authors point out that 
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there are two stages of burn toxemia: the early acute toxemia which 
is due to the direct result of the burn and occurs during the first three 
or four days, and the delayed septic toxemia. The clinical picture in these 
burn cases would seem to conform with the delayed toxemia, and may 
therefore represent a true encephalitis of blood-borne septic origin. 


Finally, it may be said that children who sustain a burn may in the 
period of active treatment show unmistakable evidence of the onset of an 
acute encephalopathic process which may terminate fatally, or gradually 
regress, leaving the child with evident cortical damage. Other children 
may show the clinical picture in behavior disorders, intellectual dis- 
abilities, and neurological patterns and personality development similar 
to that which is seen in children with encephalitis. So far, the picture 
most closely resembles a pyogenic encephalitis. This group of cases gives 


us a cause for concern in regard to the proper treatment of burns, 
especially in childhood. 10 


TRAUMATIC STATES 


Behavior disorders in children due to birth injuries at term are 
surprisingly uncommon (Bender and Yarnell). There are some sc 
stances where a very difficult birth (either instrumental or following 
prolonged labor) results in gross damage and retardation. In a few 
instances we have seen children referred for an encephalopathic be 
havior disorder of life-long duration, with a history of probable Leas 
injury, perhaps with a convulsion in the first few days of life. In general, 
the traumas at birth do not have a different effect upon children than 


those after birth, except that we have no pre-traumatic period of normal 
development. 


There are, however, a larger group of children suffering from an 
encephalopathy due to premature birth. These encephalopathies ara 
usually not traumatic in the usual sense of the word. They are due 
either to the inability of the premature infant's circulation to suppo!t 
the normal development of the brain, with resulting anoxemia, OY a 
some other developmental problem. The disorder is a diffuse oe 
The picture seen in the premature child is one of relative retardation: 
The child may be inferior in his mental and general body development 
as compared to other children in the family. Therefore he is small for 
his age, infantile in general behavior, and dull or defective. Besides 


10 See footnote 8, p. 177. 
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he shows the “encephalopathic syndrome,” with hyperkinesis, impulsive, 
asocial behavior, and a great deal of anxiety because he cannot compete 


With other children. “Brain drivenness” is a term which applies typically 
to these children. 


Recently I saw a four and a half year old girl who had been 
prematurely born at five and a half months and weighed a pound 
and eight ounces. The baby survived with difficulty after a long 
period of incubator care, but it was soon noted that she was not 
seeing properly. Examination showed that parts of the eyes had not 
developed beyond the foetal stage and the eye balls were still 
Opaque. Since the retina and optic nerve are really a projection 
from the brain, undoubtedly the latter was also undeveloped so 
that the child was very defective. She was also very over-active 
and impulsive, and was driven constantly by her desire to satisfy 
her instinctual needs. 


Other forms of anoxemias, such as the one associated with carbon 
monoxide poisoning will also produce diffuse encephalopathies although 
there seems to be a tendency for more intense involvement of the 
subcortical areas and the occipital poles of the cortex (Bender, 1935, 
P- 333). In two boys, we have seen a progressive improvement for many 
months, in one for several years, so that the final prognosis was better 
than could have been anticipated. 


Phyllis Greenacre’s thesis on the “Predisposition to Anxiety” is an 
important contribution to the psychological problems of early en- 
cephalopathic processes from the field of psychoanalysis. She offers a 
“tentative hypothesis that severe suffering and frustration occur in the 
antenatal and early post-natal months, especially the period preceding 
Speech development leaves a heightened organic stamp on the make-up 
of the child... consisting of a real physiological sensitivity ... which 
heightens the anxiety potential and gives resonance to the anxieties 
of later life.” 


The post-traumatic encephalopathies or behavior disorders that 
follow damage to the brain from post-natal head injuries will now be 
Considered. We have developed a new attitude toward head injuries, due 
to our experiences with war-injured soldiers. Formerly we determined 
if there had definitely been damage to the brain as evidenced by (criteria 
of Foster Kennedy) a definite skull fracture, a period of unconscious- 
Ness, bleeding into the spinal fluid or from one of the orifices of the 
head, and definite neurological signs. We also determined the nature and 
extent of defect in some brain function and took note of the disturbed 
behavior which of course was the reason for the referral. The worst 
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was usually anticipated. In 1936, a follow-up study on children with 
head injuries who had been on the Bellevue Wards was made (Blau). 
They were classified in terms of acute and chronic behavior disorders. 
Acute deliria followed immediately in some cases. Afterwards these 
children were not problems. The chronic behavior disorders closely re- 
sembled the post-encephalitic behavior disorders. It was thought that 
they must be due to damage of the frontal lobes or mid-brain which 
resulted in a defect in the organization of the normal behavior pattern. 
It was believed that institutional care would become necessary sooner 
or later. It was discovered that there was no real mental deficiency in 
these children with brain damage but a “pseudo deficiency” shown by 
the child’s failure to do good school work due to inattentiveness and 
difficulties in adapting to the schoolroom. It was, however, also noted 
that if a localized area of damage or scarring to the brain resulted in 
epilepsy, such children did become progressively more disturbed and 
deteriorated. A recent study and follow-up 11 (1943) on children with 
behavior problems and head injuries observed on our ward during 
the past ten years, has shown the remarkable fact that the majority are 
Setting along quite well. Their success or failure does not depend en- 
tirely on the localization or the extent of the brain damage but rather 
upon the psychopathological factors in the home, especially as they 
affected the child’s personality previous to the head injury, and the 
attitude of the parents and other people in the child's world towards 
the child after the injury. It appears that the damage to the brain may 
cause the child to show a very sudden regression to infantile behavior 
with an enormous amount of anxiety, real terror, and what we call 
“naughty behavior.” In this he mobilizes all his anxieties and fears and 
presents a picture which apparently very closely resembles the ones 
now described in soldiers in the war. In the course of a week or ten 
days, the child recovers from this. He should get as much careful at 
tention and reassurance as possible during this stage. All of these cases 


interestingly enough, have subsequently recovered and are getting along 
well in the community. 


A group which we called the “chronic group” showed a tendency 
for overactivity, infantile behavior, 
reflex behavior already described in 
attempt to devour everything because 
faction from their contact with reality. 


and the same grasping—sucking— 
the encephalitic children. They 
they cannot get sufficient satis- 
They continue to show all kinds 


11 Dr. A. A. Fabian will report on a two-year study on this problem, 


possible by a grant from the Su reme Council, Thirty-third Degree Scottish 
Masons of the Northern Jurisdiction, U.S.A. a oem 


ORGANIC BRAIN CONDITIONS 185 


of asocial behavior because thcir desire for satisfactory experiences 
cannot be met, and at the same time the child cannot stand frustration. 
It is our problem to evaluate the child and if there is any specific 
disability because of the brain damage, such as paralysis of one hand 
or something similar, we have to treat the child for that disability. 
This type of problem lies in the “periphery of the personality” (Schil- 
der). Otherwise he needs treatment for the excessive discharge of an- 
xiety and help in reestablishing patterned behavior adaptable to social 
demands and at the same time satisfying to himself. Furthermore, it 
appears that often the head injury occurs as a result of some difficulty 
In the home: either because the child is inadequate and not sufficiently 
Protected, or that the child out of his anxiety because of severe emo- 
tional problems in the home, has exposed himself to accidents. The 
whole family may have this proneness to accidents so that the head 
injury is part of the total behavior pattern and not the cause of the 
Subsequent behavior disorder as it finally presents itself. 12 


Surgical clinic reports would reduce the importance of the problem 
by citing the relative infrequency of post-traumatic sequellae. Psy- 
chiatric experience with many of these children long after the traumatic 
event must disagree. Some would argue that the prognosis in children 
1s actually gloomier than in adults, because developmental processes are 
interfered with. Others stress the similarity in end pictures of en- 
Cephalitis and again overplay the guarded prognosis. 


Diagnostic techniques designed to demonstrate organic disabilities, 
as opposed to psychological concomitants, tend in the same direction. 
These methods vary from neurological examinations and the newer 
clinical laboratory procedures to delicate psychological tests of abstract 
thinking. This is not to gainsay the obvious value of such methods, but 
to reemphasize that so often they are used to prognosticate by de- 
Monstrating what amounts to tissue pathology and therefore they carry 
With them the poor outlook. We would agree with Denny Brown that no 
test can establish the prognosis. The brain-injuted child can proceed 
in his personality development in the face of and despite his handicap 
if the factors normally stimulating such growth are reinforced. The 
Outstanding factor is, of course, the child-parent relationship. Inherent 
In this relationship are the elements that so often predispose the child 
to injury, as well as the circumstances that foster his readjustment 
following it. Specialized techniques employed on the Children’s Ward 


12 Abstracted from a paper read by Dr. A. A. Fabian at the American Psycho- 
Pathological Association, N.Y.C., June 1944. 
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at Bellevue Hospital, such as examination for postural reflex pathology, 
critical analysis of psychometric profiles, and evaluation of Gestalt 
and Goodenough drawings for visual motor disturbances and Goldstein 
technique are of value in that they confirm the presence of the organic 
factor in mild or doubtful cases. But these findings only direct the 
therapeutic program rather than establish a static prognostic yardstick. 
The organic process thus becomes one element in a dynamic interplay 
of many forces which are capable of altering one another—even unto 
physiological change. 


In the past year we have conducted a follow-up survey of children 
who had suffered head trauma and who had been observed at Bellevue 
during the past ten years. We have thus had an opportunity to observe 
some patients up to sixteen years following the initial trauma. Our 
material adequately Supports our contentions regarding the need to 
maintain a dynamic concept of the adjustment of the brain injured 


child. The following case reports exemplify the approach to the 
problem, 


A two and a half year old girl was referred to the Children’s 
Ward of Bellevue by the Mental Hygiene Clinic where she ha 
been brought by her father who made the following complaints. 
She played with and ate. her feces, and garbage. She masturbate’ 
and manipulated the genitals of her younger sister, aged five 
months. She was enuretic and also soiled and wet during the day. 
Her appetite was enormous but immediately after completing @ 
meal, she went to the icebox and drank up her younger sister 
formula. She was always sleeping or dozing off, frequently falling 
asleep at the table. She talked in her sleep, bit her nails, and pulled 
out her hair. She was always hurting herself, falling, walking into 
things, or mutilating herself. Since earliest infancy she had always 
cried. She was said to have had a normal birth but at ten months 
of age she fell from her crib and fractured her skull. She had been 
irritable ever since the accident and had vomiting spells and cev 
constantly, but the mother believed that this behavior was 7° 
much different from that preceding the accident. She was Re 
middle of three children. The father seemed harassed, anxious 
to get help with the problem of the child’s behavior. The soothe 
was verbose, constantly explaining herself. She complained tha 
the child was beyond her care, caused her heart strain and she 
felt the other children might be affected by this child’s behavior: 
Because of her lack of success with the child, she was afraid he 
marriage would be broken up since her husband became on 
when she scolded or punished the child. He thought her behav 
involuntary, while she felt that the patient was shrewd and WHY: 

During the first month’s period of observation, none Ot, ed 
behavior ascribed to the patient was evident, She was well lK 
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by the other children, was affectionate, responsive, and altogether 
a wholesome normal child. She was able to care for herself to a 
large degree, feeding and partially dressing herself. On psycho- 
metric examination, she scored an I.Q. of 110 on the Stanford- 
Binet (1916) with a chronological age of two years seven months, 
and a mental age of two years ten months. On the Randall Island 
Performance Test she scored an I.Q. of 97. 


On physical examination we found a defect of the bridge of 
the nose, an aftermath of her injury. Her speech was defective, 
at times barely intelligible. Postural responses were primitive. 
Otherwise there were no unusual findings neurologically. The 
electroencephalogram showed no generalized or localizeable electro- 
Cortical dysrhythmia. 


A letter from the hospital where the child had been brought 
at ten months of age following her accident, revealed that this was 
the second admission. At seven months she had been brought to 
the same hospital with a history of having fallen from her crib. 
Examination showed laceration of the lip plus many evidences of 
minor injuries. Parents claimed that she had suffered many in- 
Juries at the hands of her older brother who was jealous of her. 


On the second admission she was brought in a semi-comatose 
State. The mother stated that she had again fallen, was found 
face down and that one half of her body was convulsing. The 
child then vomited but remained stuporous and was therefore 


Tought to the hospital. 


Examination disclosed multiple contusions and bruises at 
least several days old about the scalp, right hand, groin, and mouth. 
i e right pupil was larger than the left, with poor response to 
‘ight. The left upper and lower extremities were spastic and held 
in extension. Bilateral Babinski was present. X-ray of the skull 
Showed bilateral fissure fractures running from the occiput into 

oth parietal bones. There was an old as well as a recent fracture 

Cf the nose. Due to the focal signs, a diagnosis of extradural 
hemorrhage was entertained and preparation for trephine was 
made. After fontanelle puncture, however, the child began to re- 
‘Pond to stimuli. She quickly improved and the signs disappeared 
xcept for slight restriction of movement of the left lower ex- 
tremity, 


è Information was obtained by the hospital social service in- 
g p gator that the child was severely beaten by her parents. The 
>P.C.C, was notified. The child was discharged into their custody, 
1Mproved, 


laced with her parents 
sion to Bellevue some 
hild had slight resid- 
he possessed 


and Subsequently the patient was again p 
two remained with them until her admis: 
ual coats later. Our impression was that the chil 

al evidence of the brain injury but that essentially s 
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normal potentialities and should be given the benefit of a — 
some environment free from the further traumata of emotio 
deprivation and cruel rejection. . Je who 
The patient was placed in a foster home with a pale Saag d 
had no children of their own. She returned for operate PA 
in April of this year, two years after her first period of obser ak de 
The foster parents proved very devoted to the child. They ha 
every effort to ease her adjustment. They refused to nt a o 
agency allotments, supplying her every need and were anxio 
have the child feel she belonged. w 
On examination, the child showed some bewilderment “The 
family connection. She spoke of two mamas and two ee two 
foster parents stated that except for three occasions in t wil 
years when the father visited, there were no other genet 
the family, the mother never appearing. The child was nasi: 
compliant, and in every way appeared to be a normal ae e cal 
She showed a Strong attachment to her foster mother. P. i xes. 
examination, however, revealed modifications of postural Te IT 
There was an equivocal left Babinski. On psychometric ean í 
ation, she scored an LQ. of 111 on the Stanford-Binet w h 
chronological age of four years six months and a mental ag re- 
five years even, maintaining the level of superior intelligence pi 4 
viously noted, However, the performance patterning was at 
icant in that motor control was poor. Performance rating W an 
approximately the three-year level. She failed the manni cars. 
the two figure board. Block building was at two and a hal ion 
The peg-board was at the two-year level. Visual motor perce} nake 
Was also retarded, showing infantile elements. She failed to m 
a square, and the Goodenough drawing was inferior. 


Impression: Traumatic person 
to external trau 


encies, many 


al history with rejection and aper 
mata and carly manifestations of self-destructive i ta 
accidents, Following major head trauma, environne 
atmosphere remained unchanged. The child suffered the further E i 
disability and showed complete regression in behavior. Supplying a w 
surrounding, there was continued adequate personality developm 

Careful examination revealed the persistence of organic deficit. St 
ary, children with organic brain disorders and eee 
problems should have the most careful study and evaluation of t 


. sys . +: i an 
organic condition, their developmental tendencies, their personality 

psychological problems, and th 
assumed that b 


be given a h 
justment. 


In summ 


- $ » ? svet 
eir social situation. It should a 
ecause a child has an organic brain disorder that he $ aa 
opeless or bad Prognosis for future useful and happy 


+ sonal 
In each case, the diagnosis should include the original per ic 
endowment and the probable developmental possibilities, the SP 
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cause of pathology, where possible its extent and position in the brain, 
and the resulting disturbance in behavior at every level of integration. 
The developmental deviations should also be noted, and whether the 
disorder tends to progress with the growth of the child or whether the 
child tends to improve. Treatment should be directed at the specific 
pathology whenever possible; for example, appropriate serum or chem- 
ical for known infectious agents. Any corrective treatment such as an 
orthopedic one should be utilized when indicated. A special program 
of training should be adapted to the child's special defects but it 
should always adapt itself to developmental tendencies. Above all, 
the child’s emotional needs must be recognized and the home set-up 
should meet them. Disturbances in the child's emotional life, psycho- 
Sexual development, and social experiences are often determining factors 
in making an organic brain process seemingly more serious than it need 
be. In many organic brain disorders, the tendency is for self-healing 
of the total personality, if the environmental set-up can meet the child’s 
total needs. 


INCIDENCE OF ENCEPHALOPATHY ASSOCIATED WITH BEHAVIOR PROBLEMS IN CHILDREN AT BELLEVUE HOSPITAL 


i Children’s Ward Children’s Ward. Mental Hygiene Clinic] Children’s Ward Children’s Ward 
l 1934—1939 | 1934—1939 1934—1939 1943 1934—1943 
| Under 15 years Under 6 years Under 15 years Under 13 years Under 13 years 
(Bender & Rosenbloom); (Bender & Yarnell) (McDermaid) (Bender) (Fabian) 
Number of children admitted or re- % % To % i 
ferred of same age for same period | 4000 250 9000 410 (353 boys) 5000 
Inflammatory 85 
Virus 55 21 12 5.0 36 0.4 22 5.0 
Encephalitis Lethargica 11 (before '26) 0.35 (Post-Infectious only) 
Acute non-specific Encephalitis 5 (after ’35) 
Measles 3 14 5 
Whooping cough 4 5 1 
Sydenham’s chorea 24 1 
Chicken pox 1 1 3 1 
Others 1 vaccinia 
Pyogenic 30 0.75 
Meningococcus l1 3 5 3 
Pneumococcus 9 2 6 3 
Mastoiditis 6 3 
Mixed infantile infections 4 2 8 
Scarlet fever 2 1 
Traumatic 24 
Natal 6 
Post-natal 28 11.0 18 110 20 
7 1 
1 Serum Reaction 


Burn encephalopathy 
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FANTASY AND REALITY IN THE ART 
EXPRESSION OF BEHAVIOR PROBLEM 
CHILDREN * 


By MARGARET NAUMBURG 


INTRODUCTION 


Before presenting the development of the art work of a behavior 
problem child, it seems advisable to review the varying role that art 
has played in, relation to both classification and treatment of mental 
disorders; its function has ranged from the formal limitations of test 
Tequirements to the spontaneous release through “free” expression. 

Art has also contributed to the construction of standardized norms 
in the development of the Goodenough Test, whereby the maturity of 
a patient is measured by his drawing of a man. 1, ? 


In the rapidly expanding area of projective techniques as a means 
of exploring and reintegrating human personality, patients have been 
subjected to a wide range of experiences. 8, 4 Those that include visual 
Or creative responses are of special concern to the subject of this paper. 
Projective techniques might be divided into two groups: those, that, 
like the Rorschach and Thematic Apperception Tests, °,® focus the 
Patient’s responses on specially prepared visual material——and other 
more fluid and spontaneous projective techniques that are to be found 
n variants of play therapy” and in such methods of registering per- 
Sonality development as handwriting analysis and gesture.§ The use 
of such creative arts as music, drama, dance, sculpture, and painting for 
the purpose of diagnosis and therapy, belongs also in this second 
category of more flexible projective techniques. Some of these approaches 
Which lend themselves to direct expression of feeling and action without 
recourse to words, are of special value with young children. 9, 10, 11, 12 


* From the Children’s Service of the New York State Psychiatric Institute and 
Hospital. 
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This brief review of the development of art in the treatment of 
mental patients must also include mention of methods devised by 
Occupational Therapy in its manipulation of both arts and crafts. The 
trend of Occupational Therapy has been towards group or class in- 
struction rather than to an individualized psychotherapy. Its emphasis 
has been on the mastering of the special technique and practice of a 
craft, related to an ordered sequence of models and designs. Achieve- 
ment of technical proficiency in the handling of craft material rather 
than the goal of original creative expression, has largely motivated the 
activities of this branch of therapy. 


Graded training in the process of making specific products has also 
been regarded by such therapists as an important means of controlling, 
as well as disciplining, the wayward impulses of disturbed patients. 18, 14 
The theory and practice of Occupational Therapy is directed to handl- 
ing the conscious level of the patient’s performance. Its avowed purpose 
therefore, differs from those projective techniques that seek to probe 


the unconscious depths of personality, by encouraging the development 
of forms of “free” expression. 


An elaboration of this contrast between the approach of Occu- 
pational Therapy and the various projective techniques can be round 
in one of the previously published studies of behavior problem children 
in this research project. * The following is quoted from that paper: 


“While full credit must be given to Occupational Therapy 
for what it has accomplished with mental patients, there remains 
an important area in the development of spontancous creativity 
as a means of diagnosis and therapy which it has not entered. This 
field includes original work in the practical as well as the fin’ 
arts. For when emphasis is placed on the expression of the patient $ 
personality through his art, and not on any technical proficiency 
attained, it serves a different therapeutic purpose. For the patt en 
it helps to release unexpected capacities which bring confidences 
and provide satisfaction; and to the psychiatrist, it offers a revealing 
projective technique for both diagnosis and therapy. When m 
patient has been helped to overcome his inhibitions and is able # 
express his deepest fears, wishes, and fantasies on paper OY 
clay, he is tapping the unconscious in the symbolic language © 
images, which will often bring to the surface what he dare ph 
or can not say in words. 


n n jew 
. “This method of supplementing the psychiatric intervin, 
with the use of ‘free’ art expression, as a projective techniq 
yiot 
* A Study of the Psychodynamics of the Art Work of a Nine Year Old Bene 
Problem Boy, Journal of Nervous and Mental Disease, Jan. 1945. 
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demands some reconsideration of the role of imagination and 
fantasy in the course of treatment. As soon as original art work 
is encouraged, instead of dependence on models and specific 
techniques, the focus of a patient’s art activity is modified. He 
will begin to draw on his own inner resources and this will in- 
evitably lead to some expression of the conflicts within the person- 
ality, which may reveal aspects of the pattern of his mental 
disease as well as the specific insecurities or traumatic experiences 
within the patient. Such release, drawn from both the conscious 
and unconscious levels, may in itself have a distinctly therapeutic 
effect on the patient, while it offers to the psychiatrist another 
avenue of approach in the treatment. 


“When such a patient is encouraged to express imaginatively 
and freely whatever interests him, the themes chosen are likely 
to range over many subjects; such work may deal with the actual 
happenings of the personal life, treated as either inner or outer 
events; or it may recreate either factual or fantasy experiences 
of childhood; or dramatize wishes and daydreams about the 
present or the future. Dreams also are likely to be included in 
some of these spontaneous art forms. 

“Since the language of images is the speech of the uncon- 
scious, it serves as a more primitive and direct mode of personal 
expression than words. Such personality patterns as are revealed 
through spontaneous art, have been more thoroughly studied with 
psychotic than neurotic patients. 15, 1° Further cultivation of 
‘free’ expression as a projective technique may become increasingly 
useful as a supplement to the psychiatric interview. Research in 
this field will probably develop more rapidly in the future as an 
aspect of the psychosomatic study of personality. 


Recent developments in modern psychiatry seem to favor the 
further expansion of individualized projective techniques as supple- 
mentary means of dealing with mental maladjustments. 


In the use of art as such a projective technique with behavior 
problem children, there are certain obstructions which may interfere 
with the fulfillment of expression that is genuinely “free.” Conventional 
standards of behavior imposed by home and school act as an early 
barrier, But it is far more difficult to obtain spontaneous art expression 
from a child already conditioned by formal school requirements than 
When behavior problem children are sub- 


from one of pre-school age. b 
s and conventional art lessons their 


jected to formal school recitation 
natural responses to life are more severely affected than those of normal 


children. Early symptoms of childhood maladjustment can disguise 
themselves behind formal school procedures. A dangerously recessive 
child can easily pass unnoticed beneath the passive obedience of what 
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the teacher regards as a “good” pupil. Another child with tendencies to 
compulsive behavior may all too easily conform to those stereotyped 
responses that satisfy school requirements but limit the child's more 
balanced development. Tendencies to hyperkinetic or predelinquent 
behavior are likely to increase under the requirements of silence and 
immobility in classroom procedure. Evidence of obstructive responses 
are more easily detected by the teacher than any of the less obvious, 
but equally serious, compulsive or recessive types of behavior. 


Because such maladjusted children are often unaware of the 
cause of their neurotic or delinquent behavior, the approach of play 
therapy and other projective techniques becomes valuable in revealing 
unconscious motivation. Forms of play therapy that range from those 
that limit the child’s choices within a controlled environment to such 
as allow complete latitude in preferred activities, have, each in their 
own terms, contributed to a deeper understanding of behavior problem 
children. Art as well as dramatics and puppet shows and music, are 
sometimes included as adjuncts to this type of psychotherapy. 17, *% "° oa 


The significance of art in the life of the individual, with special 
emphasis on the nature of fantasy as opposed to reality, is given con- 
siderable attention throughout Freud’s writings. Elaboration of ‘the 
Freudian concept of art as it concerns both the creator and the audience 
is to be found in the papers of Sachs, 21 Levey, 22 and Kris. ?3 


There are two ways in which any art or play expression can be 
used in psychotherapy; either as a passive experience with the patient 
as spectator or as an active experience with the patient as creator. 
A recreative cathartic experience can take place when a group shares 
a dramatic or musical event as audience. But a deeper therapeu 
response is obtainable when any of the arts are used, actively, by 2 
patient as a means of releasing his own unconscious conflicts in some 
form of individual and original expression. This report prop oe 


pa primarily with the spontaneous use of art as such a channel g 
release. 


This paper will describe and consider examples of the art work 
of a behavior problem boy that has been studied in a special research 
project at the New York State Psychiatric Institute and Hospital in order 
to investigate the possible use of creative art as an aid in diagnosis 4? 
therapy. The cases selected for this study are being chosen with the 
advice and assistance of Dr. B. L., Pacella, the Director of the Childre? 5 
Ward, who has given it his encouraging support. 24, 25, 26, 27 
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T : a 

eee panene to be included have been selected on the basis of 

a ifficulties without consideration of evident artistic ability. 
of the patients even expressed distaste for art owing to their 


revi = = 
Previous experience in school art classes. 


ge : . . : 

sani he manner in which such art sessions with behavior problem 
ients ax s . 
ents proceed can best be described by quoting from another pre- 


viously published study in this series: * 


The art periods occurred either once or twice a week, How 


png aa patient might be able to spe 
be ae on the opinion of the psychiatrist, the requireme: 
ee eona program and the type of response t 
Ea le of making to such activity. But whateve 
ens in art is being carried out in this research 
imited number of behavior problem children an 
not related to the group activities O 
panona therapy. The length of the art peri 
Me a and condition of the patient. This does not 
ssions are entirely concerned with art expressi 
especially during the early wee 
creative approach, may be spe 
patient, by encouraging various types of 
in games, play or conversation that develop spontaneously. 


“All the patients in this study, 


nd in such sessions would 
nts of the 
he patient was 
r experimental 
project, with a 
d adolescents, is 
f the regular school or oc 
ods depends on both 
ot mean that the 
on. Much time, 
ks of adjustment to this new 
nt in getting acquainted with the 
personal experiences 


whatever their individual 
the idea that art stems 


Panag ger have held in common a thal : 
rom an ability to trace or copy pictures. This misconception 
i rocess is derived from 


abaut art and the nature of the creative pi ; 
e kind of teaching still offered in many public s 


chools. While 


it obviously limits the growth of normal children, and constricts 
does more harm to 


the development of their potentialities, it 
such children as enter schoo 
orientation. For when art teaching is dealt wi 
it discourages efforts at spontaneous an 
forces pupils into a degree of stereotyped repro 
models that encourages regression and evasion 
even in normal children. 


“In attempting to get behavior proble 


their innermost thoughts and feelings l 
substitute for the routine of tracing and copying, 
convinced that their own responses 
ing. Such children tend to underva 
explain that their pictures are not good because t 
from a book or copy them from a chromo on thi 


avior Problem Boy as an Aid 


* A Study of the Art Expression of a Beh: 
4, 1944. 


an 
d Therapy, The Nervous Child, Vol. 3, No. 


l] life without a sound personal 
ith as a routine process 
d creative expression and 
duction of known 
of creative effort, 


m patients to express 
in creative expression as a 
they need to be 
to life are worth while record- 


Jue what they make; they will 
hey do not trace 


e wall. In order to 


in Diagnosis 


198 


MARGARET NAUMBURG 


release such a patient's spontaneous expression, it is essential, 
whether it takes weeks or months, to convince him that his own 
emotions and experience, both pleasant and unpleasant, are the 
stuff from which creative art is made. As soon as such recordings 
of his inner or outer world begin to appear and win the repor 
of those around him, he gains confidence and usually moves ahea 
more easily, into unexplored areas of creative experiment. Joy 
and wonder grow as the patient begins to discover his own ee a 
ways of expressing such buried conflicts and repressions. Hid $ 
doubts and fears, unvocalized hates and anxieties begin to be 


liberated in both imaginative and objective form through such 
work.” 


The youngest child studied in this research project was five years 


of age. A report on his case follows: 


CLINICAL HISTORY 


When Jimmy, a five year old Jewish American boy pe 
brought to the hospital for treatment, it was stated that his in 
havior at home and in nursery school had been extremely pr A 
vocative; that it was characterized by disobedience, desu Yi 
ness, and boastfulness. From the school report he was descri bé 
as over-excitable and over-sensitive; his interest span was said to 
short and his mental activity unfocussed. He was further depicte 
as irritable, unruly, and bold; with changing moods that gers 
from extreme indifference to violent displays of emotion. His pod 
ing habits had become poor. But the chief complaints of t á 
parents against their child concerned his increasing use of obite S 
language and his uncontrollable masturbation. The diagnosis ian 
Primary Behavior Disorder, Conduct Type, with some eviden $ 
of neurotic traits. The behavior disorder was evident in the pa 
tient’s “acting out” against the family; this included many a? 
of aggressive and obstructive behavior, ranging from such acts is 
delight in creating noise and other unwanted disturbances, to So 
puncturing of an auto tire with a pin and the incessant use i 
profanity. Neurotic traits were shown in expressions of hyp 
sensitivity and rich fantasy life. 


Jimmy was an only child, born after six years of mamaha 
to a forty year old mother and a forty-two year old father. miaa 
parents had been married five years before they planned to hay 
a child. T'he neurotic difficulties of the parents were increased by 
financial insecurity. Although Jimmy was said, by the mother, nh 
be a wanted child, he seemed to have been rejected by both 
parents. She complained of his constitutional restlessness since 
infancy. The patient had, from early childhood, been subjected to 
three conflicting types of authority in the home. The grandmother 
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seems to have peen the one source of real affection for the child, 
whom she spoiled and petted. Violent scenes took place in which 
mother, father, and grandmother disagreed in the child’s presence, 
as to how to handle his misbehavior. While the grandmother would 
condone it, the father would whip him for it. To punish the pa- 
tient for uttering obscene words, his mouth would often be washed 
out with soap. It is reported that he made the suggestion that he 
would prefer to have it done with white, instead of yellow, soap 


as this tasted better. 


The mother admitted that the patient had been subject at 
home to too much shouting and loss of temper with sudden 
changes from affection to rejection by his parents, so that he 
probably did not know whether he was loved or hated. It was 
also evident from the mother’s statements that both parents had 
been unreasonable in their demands on a five year old boy, ex- 
pecting him to show an intellectual understanding and control 


that was far beyond his years. 


That the mother’s seductive treatment of the patient had 
overstimulated him, was made clear by her description of how 
she had cured him of thumb sucking at the age of two. She was 
in the habit, she said, of lying down with the patient when he 
went to bed for the night, and she would continue to stroke his 
hand as a preventative against thumb sucking until he finally 
fell asleep. This was often delayed for as long as two, hours. The 
father losing patience with this procedure, finally insisted one 
night, that the child be left alone to cry until he went to sleep. 


’s attitude towards the patient's 
she reported “Jimmy is never 
d. He has always insisted on 
For instance he insisted on 
he child’s healthy impulse 
r still continues to 


As an example of the mother 
childish eagerness and curiosity, 
willing to take anyone else’s wor 
learning things by his own experience. 
touching hot things.” Disregarding t 
and wish to do things for himself, the mothe 
dress him completely. 


She described an imaginary playmate that the patient has 
now had for over a year; Jimmy appeared to both see and hear this 
boy whom he called Jerry. He seemed to be real and always present 
to the patient. (More about several imaginary playmates who 
appeared in the art sessions, will be described later.) 


The grandmother’s sudden death undoubtedly acted as a 
severe traumatic experience to the boy. Additional traumatic 
experiences between the ages of three and four were related to a 
series of severe illnesses. Pyelitis, purulent otitis media, and a 
tonsillectomy came close together. It was then that his eating 
habits became progressively worse. 

Since this patient's hostility against his parents was emphasized 
in the oral aggression of forbidden language, it seems important 
to relate it to the history of his feeding problem. While the child 
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is reported to have had no feeding difficulties in infancy, it is 
stated that he vomited intermittently from birth to nine months 
without apparent reason. This has continued up to the present 
time with similar lack of physical cause. 


This brief summary of significant aspects of the patient’s 
history shows conditions of excessive frustration and overstimula- 
tion, of rejection and affection, to which this five year old boy of 
superior intelligence was subjected by the conflicting authority of 
the three adults. At one moment he was spoiled and treated like 
a baby and the next instant he was expected to behave as reason- 
ably as an adult. \ home environment that contributed to the 
patient's present behavior disorder is therefore clearly indicated. 


PATIENT’S RESPONSE DURING ART SESSIONS 


During the first few art sessions Jimmy’s gestures were sudden 
and spasmodic. Several tic-like movements were observed during his 
early attempts to make pictures. The right eye twitched intermittently 
and both eyebrows contracted suddenly from time to time; now and 
then the left side of the mouth remained open and the tongue could 
be seen moving stiffly from side to side as the patient worked. But such 
tic-like movements subsided within a few weeks and did not reappear 
In contrast to the patient’s tense and hyperkinetic body movements, 
his left hand and arm were overrelaxed, so that they failed to hold 
the paper in a firm position as he drew with his right hand. 


Masturbatory activity was manifest on several occasions, in rhythmic 
leg movements as the patient sat absorbed in his art work. He never 


seemed conscious of going through such motions and they soo? 
ceased. 


Jimmy, the youngest of the behavior problem children studied 
in this research, was the only patient that had not yet come under the 
formal restrictions of grade school requirements. He had, however, 
been prematurely frustrated by the constant prohibitions and punish- 
ments meted out by both mother and father. While the patient expressed 
some of his hostility to parents and nursery school teachers by means 
of physical disobedience, his chief mode of aggression was oral. BY 
using obscene and blasphemous language, he was able to disturb and 
dominate. Another aspect of this boy’s oral release came through 
the incessant narration of his fantasies. 


It was soon evident that creative expression developed by using 
his hands in the art sessions to exteriorize his feelings, had not pt 
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viously been emphasized as a channel of release. Jimmy’s first attempts 
to use crayons and plastecine as a means of expression showed the same 
episodic and erratic responses as were reported in home and school be- 
havior. But he soon became interested and able to express his real and 


imagined experiences in art forms. 


In the first art period he covered seven sheets of paper with a 
conglomeration of subjects. On a single page four or five different 
objects were sometimes intermingled with the printing of the alphabet 
(Fig. 3 and 4). A large head of Hitler, drawn in purple chalk, made 
its appearance on the first day (Fig. 1). This was followed by another 
huge round head of a man drawn in the same color (Fig. 2). Asked 
what this second face represented, he replied, “My Daddy.” He then 
drew a smaller figure in yellow-green, to the right of the large head. 
Questioned, he had explained, “That’s me.” Asked to tell about his 
father, he said, “He’s away on a boat. He's fighting to help save the 
poor children who haven’t any food.” This was only one of the many 
imaginary roles that he attributed to his father in both play therapy 
and art sessions. 

In the next art period, besides several sheets of practice letters, 
he filled two pages with combinations of printed A’s, houses, balls, 
swastikas and so forth (Fig. 3 and 4). In the first of these pictures the 
letters as well as the house, which he said was his own, are posed at 
extremely irregular angles. In the second picture, balls, A’s, and a swastika 
are evident; the A to the right of this page stimulated Jimmy to create’ 
a fantasy by adding cross bars as ladder steps to the letter A. “A man 
climbed up, and then he fell down and killed himself.” This was the 
patient’s first mention of death as self destruction. 


In the next art session Jimmy wished to model. His first attempts 
to use plastecine consisted of pushing broken bits of it around and 
calling them boats and airplanes. It took a number of art periods 
before he had really developed sufficient interest to soften the plastecine, 
and use the finger tips in modelling the desired form. But once 
he had really become conscious of the effectiveness of such methods, he 
constantly drew the writer's attention to how he had improved in 
smoothing the surfaces of the forms he made. His modelling soon 
became less fragmentary and he gained the ability to carry out elaborate 
fantasies without hesitating to produce rocks, oceans, boats, life pre- 
servers, animals, people, and whatever else was needed to complete 
the play. The writer was always expected to share in his activities; but 
he set the limits to the role she played. Proposing a game of dominoes 
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with a handful of crude and irregular oblong blocks that he had made 
out of plastecine, he manipulated the imagined game so that he won 
the first round; but he saw to it that the writer was victor in the second 
one. In a short race between two plastecine PT boats, Jimmy's ship 
generally won; but the writer was also allowed, in a single race, to tle 
Jimmy’s boat. 


For his first attempt at modelling, Jimmy made a round flat head, 
requesting a stick, he then gouged out the eyes, nose, and mouth. 
When asked who it was, he said, “It’s me. But I don’t know how to make 
the body. You make it.” A constant resort to “You do it,” or “You 
make it,” showed his habitual dependence on adults and his un- 
willingness to attempt anything new by himself. With encouragement 
and a little assistance, he succeeded, eventually, in attaching a body 
and legs to the head. Then bombs, he declared, crashed down from a 


plane overhead and the figure that represented Jimmy was completely 
destroyed. 


Death and destruction appear in many forms of bombs and oe 
plosions and fires in his art work and play. Men died in his fantasies 
either by bombing, shooting, falling, or drowning. When he made 
models of boats, planes, and trains, he used them for games which 
came to a conclusion in ship wrecks, train collisions, or explosions. 
A maimed and a one legged man, as well as a two legged lion and a two 
legged cat appeared in the models that he used in imaginative play: 


~ 


The psychologist’s report on the patient’s response to the Thematic 
Apperception Test corroborated certain play and fantasy tendencies 
which were said to show “concern over death and signs of depression. 


The meaning of Jimmy’s drawing of his father and himself, 
(Fig. 2) made after the portrait of Hitler (Fig. 1), took on added 
significance as a series of fantasies evolved, which dealt with how 
he (Jimmy) would get the better of Hitler when he went over to, 
Germany. That the image of Hitler and the head of the father, draw? 
in quick succession, were one and the same all powerful father, was 
reinforced by the patient’s later fantasy about his blood relation to 
Hitler. ‘I’m German,” he announced, at one art session. “Yes, $ 
Hitler’s little boy. But I don’t like him any more.” It was impossible 
to get any further explanation of this statement at that time. On sever 
occasions he told how he would outwit Hitler when he went over t° 
Germany. “TIl be very sweet to Hitler so he won’t hurt me,” he woul 

, explain. “Then when Hitler isn’t looking I'll get behind him and hit 
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him.” Again several weeks later, after drawing a picture of Hitler and 
Mussolini, and drowning Mussolini, he repeated the same story of how 
he would treat Hitler when he went over to visit him. 


A similar pattern of response towards those who are more powerful 
appears in Jimmy's boast, in an art session, that he was going to knock 
out Harry. The writer, aware that the boy he referred to was the ward 
bully, asked the patient how he proposed to deal with him. “Oh, when 
he isn’t looking, I'll trip him up.” 


Jimmy’s fantasies about hitting Hitler from behind or tripping 
up Harry when he was not looking, contain the same mechanism of re- 
sponse. The immature ego of the patient can overcome the threat of 
the overwhelming force of the father or Hitler or the ward bully 
only by means of a sneak attack. Here clearly is evidence of the initial 
set of an ego response to the threat of paternal domination that could 
easily become the fundamental character pattern of this five year 
old boy. Release of his pent up hostility into creative forms of satis- 
fying expression offers one way of helping to modify the crystallization 
of such behavior into a lasting pattern. 


Twice during the art sessions, the wish to destroy the father was \ 
expressed in fantasy. One day, while he was playing with some balls of 
plastecine and calling them bombs that the Japs were sending at him, 
he asked, “Do grenades kill when they explode?” He was told that they 
were likely to, if well aimed. He then began to play that the Japs 
were hitting his father with a grenade which he had modelled out of 
Plastecine. “But,” he explained, “it’s filled with tooth powder instead. 
of gun powder, and so it didn’t kill him.” (It is interesting to note 
that tooth powder acts as a substitute symbol of oral aggression in place 
of the obscene words with which he usually attacks his father.) 


While much more attention was given to the father than to the 
mother in this patient’s art sessions, there were pictures in which the 
mother played her role; in one drawing “a baby cat and a mummy cat” 
and in another, “a baby fish and mother fish” were closely associated. 


The second wish to destroy the father came in an art session some 
weeks later. An elaborate fantasy about a large whale and a baby fish 
and a mother fish developed in a series of three pictures. These draw- 
ings were made the day after he had returned from a mid-term vacation. 
So they were certainly expressive of the recent home experience. First he 
drew an ocean of wavy blue and green lines. In the ocean he placed the 
picture of a large fish and called it a “whale.” To “make it beautiful,” 


a 
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he added stripes of green-blue, lavendar, and yellow. He then a 
a boat with a gun on it, “which is going to shoot the whale. ne Š 
make the whale something that ought to be destroyed, he place a 
swastika on it. As the gun, just made for that purpose, blasts the 
the creature falls to pieces. To represent its complete destruction, pe 
obliterates the last vestiges of its form with a purple crayon. oor a 
he then asks, “is a horrid color?” He seizes an orange crayon, over A 
the purple patch with orange and then covers that with black e 
strokes. The whale is not only dead but reduced to blackness. ed 
father, symbolized as the whale, has again been totally elimina 


In the next drawin 


all 
g that follows immediately, he makes a sm 
fish in the sea. 


“It’s a baby fish with an American cross on it.” aee 
here the American cross for safety for himself and the German ai 
on the whale for destruction of the father.) Asked whether there n 
any other fish in the sea, he replies, “A mother fish. She is larger mo 
more beautiful.” He then places red and violet and gray lines act 
the larger mother fish. “She guards the baby fish.” 


A third drawing follows which includes again a jumble of map 
there are stars, swastikas, and red circles, and suddenly he adds eae 
calls a “Christmas tree.” He then turns his attention back to ikas 
mother and baby fish.” He sets them spitting at the stars, swasti 
and circles in the sky of the third picture. 

First the patient released his ] 
in destroying the whale with th 
tendency to oral aggression by 
spitting skyward at the universe, 
completion of this fantasy. 


ong buried hostility against the ve 
e swastika; he then teemphasized i 
having the baby fish and its mot he 
He showed intense satisfaction at th 


Jimmy’s other family relationshi 


P š ers 
Ps concerned imaginary broth 
and one sister. He also fantasied abo 


ut a pet dog and a kitten. These 


RELEASE OF OBSCENE AND BLASPHEMOUS LANGUAGE 


In the stories which Jimmy invented t 
of his father or himself, he would freque 
“piss,” “shit,” and “ass.” 


© accompany his pictures 
ntly scatter such words 48 
Each time he did so he would watch out 
of the corner of his eye for an expected reprimand. When none Was 
forticaming, the patient was nonplussed. At successive art periods, e 
still continued his provocative use of obscene niiecage. No emotional 
reaction or comment was ever made by the writer. 
a 
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In the second art period, when a torrent of such language had been 
released, the patient was asked, rather casually, whether, since he kept 
repeating such words, he would like to use them in a picture. This 
was a new idea and Jimmy stopped work to consider it for a moment. 
Since it appealed to him, he took a new sheet of paper and covered it 
with violet crayon scratches that represented “shit” and “piss.” A second 
picture followed; it was filled with haphazard lines of black and 
yellow-green. He then looked up, laughed selfconsciously at what he 
had drawn and said, “No more shit for today. Now I'll make some- 
thing nice.” But the day’s release was not yet complete, for his final 
drawing, as he described it, was “A picture of shit of many colors.” 
(Fig. 5.) Biack and yellow-green lines are dominant in this drawing, 
but scrawls of orange and red color are included. It was less chaotic 
than the previous pictures. 


5. “SHIT OF MANY COLORS” 


Jimmy was in the habit of withholding spontaneous comment as to 
what took place during his week-ends at home. When asked, during 
the first art session, he said, “Play, of course.” But it is not surprising 
that only the aftermath of the boy’s conflicts and frustrations with his 
parents should have carried over to the art sessions; here it was released 


in the form of oral aggression and fantasies about his real and imag- 
ined family in relation to himself. 
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In the fourth art period, after spending some time on the practice 
of printing letters, he asked to see his “pictures in the black cover. 
This was the first time he had referred to anything that he had drawn 
previously. “I want to throw all those shit pictures I made into the 
garbage pail,” he announced suddenly. As they were not in the room, 


he was told he could do so next time. But he never referred to them 
again. 


It was not difficult to understand such reversal of behavior. Jimmy 
had just returned from a week-end with his parents and had, at home, 
undoubtedly met with further physical punishment for his continued Se 
of obscene language. It is even possible that, following the art session 
practice, he had also begun, at home, to make pictures to illustrate me 
words. Under such circumstances he would certainly have been ordere 
by irate parents to dispose of them promptly. As Jimmy grew more at 
ease during the art sessions, he was soon able to admit that whenever 


he used forbidden language at home, he was severely punished by his 
parents. 


DEVELOPMENT OF TRANSFERENCE 


From the day on which Jimmy had been encouraged to release his 
oral hostility in the making of “shit” pictures, he showed signs of be- 
coming more friendly. As he met the writer in the hall, he would slip 
his hand in hers, to walk towards the art room. Then in episodes 
already described, he allowed her to win a game or tie him in a boat race. 
But it was not until the end of the fourth month that a more positive 
sign of transference appeared. “What are your initials?” he asked. 
When told, he printed them beside his own on the picture of a “piss 
box,” that he had just completed. “Now,” said Jimmy, “the picture 
belongs to us both together.” This, as a gesture from a child who had 
remained aloof and unable to make satisfactory contacts with either 
children or adults on the ward, was an advance. Jimmy was apparently 
ready now to accept the writer, as he realized that she had accepted him, 
by offering to share with her his picture. That it dealt with a fantasy 
about a “piss box” among presents beneath a Christmas tree, added 
significance to this suggestion. For now the patient had found an adult 
whom he apparently could trust since she did not reject him or any 
of his behavior. 


Soon after this episode there was a distinct improvement in the 
patient's health and attitude on the ward. This carried over to the art 
periods and the writer commented to Jimmy that he was looking better 
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and seemed happier now in the hospital. Was he having more fun 
on the ward? “Yes,” he replied, “but I would like to go home.” Asked 
if he had some good friends at home that he wanted to play with, he 
gave this answer: “When I play with the boys on the street, I have to 
Say ‘shit’ and ‘piss’ or they won't let me play.” Here the patient showed 
his need of justifying his use of obscene words to the writer, although 
she had never criticized or punished him for using them. 


“Is that so,” was the writer’s only comment as she still maintained 
an uncensuring attitude. “You know that it makes no difference to me, 
whether you use such words or not. You can say anything you like 
here, in the art room. I do not feel like those boys on the block or 


your family at home. Tell me why, then, you need to use those words 
with me?” 


This posed a new question for Jimmy. He had no ready answer. 


He thought a moment and then explained, “I do it just for a copy 
for you.” 


This reply showed the patient’s fumbling attempt to discover 
why, when not frustrated by the writer, he missed his usual satisfaction 
1n oral aggression. 


In the next art session, the writer decided that she might now 
be able to speak more directly with Jimmy about the use of these for- 
bidden words. While painting some red and green boats, he began 
again to narrate fantasies that included the words “piss” and “shit.” 

“Jimmy, you’ve noticed, haven't you that I don’t care whether 
you use those words or not?” said the writer. 

“Yes,” answered Jimmy, as he smiled responsively. 

“Why do you think I don’t object when you say them?” 

“Because,” Jimmy suggested, tentatively, “you like those words?” 

“Not particularly.” 

“Then you like me?” he hazarded. 

He was assured that he was liked, but that was not sufficient 
reason for listening to his many repetitions of these words. He was told 
that since he said these words so often, he was probably too full of 
them to be able to stop. So the writer was just going to let him go 
ahead until they all came out. She was not interested in these words 


but she did not intend to bother about them if he still needed to say 
them. Perhaps, some day, he would get through with repeating them. 
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Jimmy listened quietly and attentively while this was being explained 
to him. He showed no impulse to return to his defiant use of obscene 
words in speech and pictures during the rest of that art period. His 
quiet and self-contained attitude suggested that Jimmy was beginning 


$ inst 
to be convinced that he no longer needed to use those words aga 
the writer. 


IMAGINARY PLAYMATES 


In the fourth art period Jimmy first mentioned an imaginary aa 
panion. He said that he had a brother Jack who was five A 
But “Jack can’t make letters the way I do.” In the play therapy ae 
Jack had also appeared a few wecks earlier. To the peyahiae ag 
patient explained, “My brother thinks that hospital schools are stin B 
but I'm trying to teach him they're not. Ever since I was a little bree 
I've been trying to teach Jack to be nice.” In both fantasies the brome” 


es a in 
who is just his own age, plays the role of the babyish and unconform! 8 
aspect of Jimmy. 


There were many references to games and play with this bona 
when he went home for week-ends. On one occasion he described pa 
with “my brother and my dog. He's a bull terrier. I hid in 4 ie 
in the attic and my dog looked everywhere and couldn’t find Me- e 
knew I was in the trunk, but he couldn’t find me. He knew I was in t h 
trunk, but he couldn't get in.” Asked whether the brother played aa 
them: “No, he was in another part of the house.” Then followed @ 


elaborate fantasy about how his dog had a sword and swastika a 
his arm and fought the pilgrims. 


When Jimmy introduced this imaginary dog at the hospital, on 
his first play therapy session, he told the psychiatrist: ““There’s a big 
in the cellar where I live; a collie goes in the cellar because I put i 
lunch in the cellar. I don’t want anyone to know, ’cause I put his lunch 


in the cellar. I don’t want anyone to know I have a dog. My prother $ 
dog is a big collie like mine.” 


The brother image is clearly a replica of certain aspects of the 
patient; he is the same age and also owns a pet collie. But the imag 
inary brother, as Jimmy’s immature self, wishes to avoid growing uP 
and fitting into school routine. Jimmy is therefore able to play the 
part of training him to conform to what he does not like to do. 

At the end of the second month, Jimmy made a picture of a “trees 
a house and garden” (Fig. 6). He first announced, “I'll make a tree- 
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6. A TREE, HOUSE AND GARDEN 


He began by drawıng a huge brown oblong block in the centre of the 
Page. At the top of this tree-trunk, he placed some green crayon marks 
‘which he called “leaves.” The brown oblong was filled in solidly with 
crayon strokes. Pointing at the trunk, he said: “It looks like shit.” 
Asked if he could add anything more to his picture, he suggested “a 
garden.” He then drew irregular green marks to the left of the tree. 
“Carrots grow there,” he announced, adding a patch of green to the 
Tight of the tree. He balanced this with similar crayon strokes to the 
left. “That’s beets,” he explained. “If there’s a garden, there has to be 
a house,” he reasoned. A narrow pointed house was placed beside the 
tree. Then a green door and window were added. To the question as 
to who lived in the house, he replied: “My mother and father and my 
dog.” Later he supplemented this with: “My sister Alice and two 
brothers live there too.” These imaginary brothers were described as 
twins who were younger than himself. 


Concerning his brother Jack and the other fantasy children, 
there appeared to be paucity of elaboration as to how his life with 
them was filled. His fantasies, however, about his play and adventures 
with the imagined pet dog were far more varied and complex. 
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When Jimmy first considered attempting a picture of this ee 
he said he would make it “if you'll buy me a picture of a dog in te 
store. Then I'll trace it.” But in a few more weeks he was ready, quite 
spontaneously, to paint a picture of “a little brown dog and a hoy: 
The result was crude and left unfinished because a new idea a 
vened. The boy was left minus a leg and arm as Jimmy painted a bo 


F se 
on the same paper, then he returned to the dog and painted a hou 
around him; he then added Christmas toys. 


7. A BLACK KITTEN WITH A PINK TONGUE 


On another occasion he fantasied about a kitten. “I went tO 
my brother’s house and had a little black kitten with a pink tongue. 
And when it was dark you couldn't see the kitten, because it was black 
too—only its little pink tongue. And it said, ‘Meeow, meeow.’” 


Here again, with the purpose of releasing as many of the patient's 
oral fantasies as possible, whether they happened to be related to 
forbidden words or imaginary playmates, the writer would encourage 
attempts to project such ideas into forms of creative expression. Follow- 
ing this procedure, Jimmy created a picture of “the kitten with a pink 
tongue.” (Fig. 7) 
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THE CLIMAX OF RELEASE IN BLASPHEMY 


In the twelfth art session came Jimmy’s major release in the 
form of blaspheming. After drawing the dog and boy just described, 
he asked: “How do you make a red cross? Will you make it for me?” 
Encouraged to try, he succeeded by himself. When the cross was done, 
he said: “There’s a figure on it,” he then drew a head on the cross. 
That it was meant to represent Christ was evident when he announced: 
“Cursing makes the cross black and God dies.” He then proceeded to 
mumble under his breath “fuck,” “bitch,” and “son of a bitch.” “Now 
the cross grows black,” he explained, as he blackened the red cross 
with his pencil, “and God dies.” Again Jimmy reproduced this entire 
scene by drawing another red cross; this time he repeated the curses with 
the addition of “hell.” When the second cross was blackened, Jimmy 
said: “Two Gods die.” He seemed to derive great satisfaction and 
Telease from this. 


Asked whether his parents got angry when he cursed at home, he 
said, “Yes.” He nodded agreement, when the writer suggested that he 
Probably enjoyed cursing like that until they got angry. “Then they 
hit me with a belt.” This was the first time the patient had spoken 
of being whipped for his use of obscene and blasphemous language. 


ANAL AND URETHRAL FANTASIES 


As the art periods proceeded, there were a number of anal and 
urethral fantasies released spontaneously into pictures. Seizing a yellow- 
green crayon, he tried the color on paper, saying: “This is mustard.” 
Then he drew what he called “a big lump of mustard,” followed by the 
placing of a large black frankfurter in the centre of the mustard. In a 
fantasy which followed, he also drew yellow-green mustard falling 
upon some goats that were chased by ghosts. 


The picture of the “Flaming Torch” (Fig. 8) followed the out- 
break of cursing with the consequent death of the two Gods. This 
figure of a man, he painted in bright red with emphasis on his “peep.” 
While making it, Jimmy looked up with a knowing smile. Then 
followed a series of the man’s “boo-boo pops” falling into a toilet. 
The figure also proceeded to “sissy from his peep.” Continuing to use 


214 MARGARET NAUMBURG 


the red paint, Jimmy then made swirls of flame to the accompaniment 
of crackling sounds. “The flames,” he announced, “go through the wall. 
With the picture consumed in fire the earlier part of the fantasy 18, 
partially obliterated as the patient’s interest now centers on the flames. 


8. “THE FLAMING TORCH MAKES BOO-BOO POPS" 


A single dream picture was spontaneously produced in the ninth 
art session. The patient drew it twice in succession. The first time 
he made a house in the lower section and placed himself, as an orange 
figure, high up in the sky. Jimmy is shown descending into the house 
from the left, and coming out on the right side in order to return again 
to the sky. A moon and clouds are also drawn. But since it is night 
Jimmy blacks out everything except the oran 


ge figure of himself in 
the sky. 


In the second picture, he now calls the repetition of this episode 
“a dream,” and here speaks of himself as “a boy who goes up to the 
sky and then comes to the house again. Blackness is night. There’s 4 
daddy cloud and a baby cloud.” (Fig. 9.) 


This fantasy, of a different order than the others that the patient 
produced, may have been related to what adults had tol d him about 


oe 
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birth. The entire problem of the patient’s infantile birth theories and 
fantasies would have been dealt with, a little later, in the second phase 
of his art work, had he not left the hospital, quite suddenly. 


9. A DREAM: “Jimmy goes up to the sky, comes into the house again, 
and back into the sky.” 


The patient was interviewed by a consultant psychiatrist at a 
staff conference two months after his admission to the hospital. When 
the subject of the patient’s brother was introduced, Jimmy was told 
by the psychiatrist that the brother was not real and had been invented 
hy the patient because he was lonely. To this Jimmy objected and con- 
tinued to insist on the reality of his brother. ?8 


Following this staff conference, the patient no longer produced 
any fantasies about his brother during the art sessions. Two months 
later, however, he began to speak again to the writer of this imagined 
brother. In describing his previous week-end at home, he made his 
first reference to the brother since his existence had been challenged. 
When asked if this brother had been with him on his outdoor explor- 
ations at home, he replied, “When I go out in the woods with my gun 
for a fox, I go alone. I can do it better alone.” He then proceeded 
to paint a figure with huge blue-green boots which he said was his 
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brother. (Fig. 10.) Unfortunately, the further investigation of the 
symbolic significance of this imaginary brother figure in the life of this 
only child of middle-aged parents, was suddenly interrupted by his 
unexpected departure from the hospital. But the final art session, 
had supplied the evidence of what the writer had always suspected, 
namely that the disappearance of this fantasy brother had been but a 
temporary means of screening it from adult investigation. 


10. “MY BROTHER WITH BOOTS ON” 


More research concerning the significance of such fantasy €% 
pressions is needed in order to determine the role that such imagined 
companions play in the life of different types of behavior problem 
children. Are such pets and children created primarily as a means 
of escape from a too painful reality or are they sometimes used as 
symbols to help to bridge the gap between the image world of childhood 
and the outer world of adult reality? Whatever the therapist ultimately 
concludes will have an influence on the methods of treating such be- 
havior problem children. 


From the data gathered in this paper concerning the art work of this 
five-year-old behavior problem boy, as well as supplementary material 
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previously collected in relation to older behavior problem children, in 
the course of this research project, it appears that such art products 
as are derived through fantasy release may aid adjustment to daily life; 
and that creative response to outer events also tends to stimulate the 
growth of imaginative art. When both fantasy and reality images are 
thus projected by behavior problem children, into original art forms, 
it seems possible to develop them simultaneously as corroborative aspects 
of life experience. 
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PLAY ANALYSIS IN RESEARCH 
AND THERAPY * 


By J. LOUISE DESPERT, M.D.** 


Understanding the psychology of the child through observing his 
play is not a new concept (Rousseau).°® Play therapy as applied to the 
Psychopathology of the child, however, is a more recent development 
dating back approximately twenty-five years (von Hug-Hellmuth). 1° 
Since then, as can be traced through a number of authors and a variety 
of techniques, it has developed considerably. It is not the purpose of 
the writer to present the topic in its entirety. In this publication, play 
analysis as applied to research will concern itself with the special 
technique used in the studies of personality development carried out 
-at the Payne Whitney Nursery School and as applied to therapy with 
Clinical cases of children of different social and economic strata. 


___ Play, as a means of investigation, is peculiarly appropriate, since it 
1s the normal mode of expression of the child. As a medium of expression, 
play begins very early, and at first the motor component is largely 
Predominant. With the development of speech as an expressive medium, 
motor activity becomes relatively less important. The trend of this 
evolution explains why, at different age levels, the relative importance 
of form (motor patterns) and content (symbolic gestures, word ex- 
Pression) varies in significance as a means of interpreting the child’s 
behavior. This is too often forgotten and the two and twelve-year-old 
children are treated identically, as though the same dynamic concepts 
could be applied to both. 


While it is impossible to differentiate completely between invest- 
ligation and therapeutic techniques, it is essential to attempt a differ- 


* The author wishes to acknowledge the assistance of Edith R. Shakin in the 
Preparation of this manuscript. The author is also indebted to Florence Eaton, 
Margaret Fitchen and Bertha Kozich, teachers, and Eleanor Lewis, nurse, at the 
Pavne Whitney Nursery School, for their collaboration. 

** From The New York Hospital and Department of Psychiatry, Cornell University 
Medical College, New York. 
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entiation for the purpose of classification. The two approaches are 
overlapping: It is not possible to place a child in an investigatory 
situation that is completely devoid of interpretations and suggestions, 
however passive and objective the observer may be, for any expression 
on the part of the observer necessarily reflects his personality and 
enters into the situation as a modifying influence, as shown by 
Murray’s 8 investigations. On the other hand, interpretations and sug- 
gestions are necessary in the therapeutic situation. However, the same 
mechanisms operate in both instances, as will be seen in the presentation 
of findings related to both research and therapy. The nature of the 
play situations, whether initiated as an investigation or therapy, carries 
with it therapeutic gains. Conversely, the recent developments in play 
therapy have amply demonstrated the contribution of these techniques 
to the understanding of child psychology. 


I. PLAY ANALYSIS IN RESEARCH 


Since 1937 studies in personality development have been carried out 
the Payne Whitney Nursery School on normal children of nursery-schoo” 
age. The method of investigation has been formulated in a po 
publication. ? An important part of the investigation is the play sen 
especially devised for this age group. While for purposes of convenien ‘ 
the play technique alone will be considered, it should. be recalled tha 
information gained in the play situation is never considered apart er 
knowledge of the early development of the child, his reactions to hr 
family and vice versa, and also serves as a basis for further understanding 
of the child’s behavior in later contacts with the family. 


Detailed dynamic histories, physical examinations, annual Pr 
chometric examinations, and daily behavior records are obtained. 
The special play technique used at Payne Whitney Nursery school i 
based on the assumption that the emotional life of the very young chi 
revolves primarily around his mother, father, and siblings, and it there- 
fore provides the direct means of expression in terms of the family 
(dolls, representing father, mother, baby, child of same sex as chil 
under investigation, and bed equipment). Furthermore, as the adjust- 
ment of the young child to his family is the prototype of his later soc! 
adjustment, it was felt and later corroborated that the play investigatio” 
could provide an index of his future development. A study? of children 5 
reactions to the war illustrated clearly that it was possible to forecast 
anxiety reactions in some children through their past records. wi 
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older children this play equipment would be inadequate as it would 
not meet the need for the more complex intellectual and emotional 
expression of the eight- or ten-year-old, for instance. 


While carefully selected play equipment facilitates observation and - 
interpretation of the child’s behavior and increases rapport with the 
observer, no play equipment is actually indispensable and under con- 
ditions where such equipment would be unavailable, investigation of 
play could still be carried out. In fact, due to physical limitations (sound- 
proof room, microphones), the equipment in the playroom has to be 
limited to a minimum and the house furniture reduced to the use of beds. 
No child has been found at a loss to fantasy complex situations which 
transcend the use of the play equipment provided. Variously, children 
have used a corner of the room for a train, a prison for the father who 
was being punished, the father’s office, a kitchen, etc. As a rule, the 
children spontancously use the equipment offered in the playroom, 
although a few inhibited children seem apprehensive and ask questions 
which indicate that they seek the approval of the observer to play in 
their own way (“May I put the mommy doll in this bed?”) ... A few 
exceptional children seem to fear the expression of their feelings 
in terms of persons and avoid the use of dolls. They may roam in the 
large adjoining room, idly looking at or picking up objects; then sud- 
denly an explosive expression of anxiety or hostility may come through. 
An illustrative example is that of F. S., a four-year-old boy. He left 
the playroom under circumstances that were at first unexplainable, 
walked almost the total distance of the long adjoining playroom (the ' 
observer remaining in the experimental playroom), then suddenly 
stopped and shouted, “I’m frightened.” (“Of what?”) . “I don’t know, 
but I’m frightened.” 


l. The Role of the Observer 


As indicated above, the observer plays a paramount role in the 
experimental situation and, while this role can be evaluated only 
with great difficulty, nevertheless an effort should be made to define it. 
In this respect the reader is referred to the complete mechanical record- 
ing of a play session.t As exemplified by the Protocol, the role of the 
observer can be characterized as passive participation associated with 
active questioning and sympathetic receptive attitudes. Interpretations 
are not given, although it is obvious that questions, even when they 
are a mere repetition of a previous statement, are not completely free 
of interpretive value. A reinforcement of the reaction by means of such 
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questions as “why,” “how,” even though they are not leading questions, 
serves to sharpen the focus of interest. Of the same nature 1S the re- 
action typified by the following example: 


A child dramatizes some feeling in a play involving the epah 
For a long period he verbalizes and gestures feelings and wagers 
about “the father,” but in the midst of this long period a oe 
“my father” comes through. The observer asks merely, X a 
father?” While not a leading question, it points to the identificati - 
and there is no doubt that the child becomes aware of this trans z 
as he usually acknowledges and adds further details characteris" 
of his own father's personality; or, on the other hand, he my 
protest that this was not his own father if he is not emotionally 
ready at this point to accept the “interpretation.” 


A e 
The observer is usually assigned a specifically defined role by ne 
child, often to the extent of being provided with words, tone of voices 


p a es > To 
gestures, etc., which the child considers appropriate to the role. 
illustrate: 


C. H., a four-year-old girl with a complex family senato a 
(parents divorced and each remarried, with siblings from t 8 
two new marriages),-was very unhappy and insecure, was os eed 
by her father and exhibited hostility toward her mother, aS lay 
as the teacher and children in her school group. Her favorite aes 
was to reverse the mother-daughter relation: The observer was 
to be a little girl involved in naughty acts for which ns en's 
liberally punished. She repeatedly built (of several chil ” 
chairs) a narrow uncomfortable bed to which she insisted 
observer be confined. It is obvious that such insistent deman ts 
must be the expression of an intense need for the release of allet 
associated with her own unsatisfactory relation to her mot Tór 
Attempts to curtail this expression to a form more convenient il 
the observer would only interfere with the release. Coincident@, Hy 
the child’s social behavior showed marked improvement, indicati” 
that therapeutically the approach was sound. 


The individual play sessions of the research program include 
freedom of action which calls for some elaboration. Whereas the chil 
is given freedom of expression, verbal and physical activities which are 
dangerous to the child or the observer are not permitted; neither are 
destructive activities allowed past a certain level, which is consistently 
adhered to. These prohibitions seldom need enforcement in either the 
experimental playroom or any environment in which the child moves: 
I£ given enough freedom in certain areas, a child finds it easier te 
accept limited and well-defined restrictions. It is well known that total 
absence of prohibition arouses anxiety in the child and does not provide 
gratification (usually the reason given for granting complete freedom) ° 
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Most observers and therapists are of the opinion that personal 
physical aggression should under all circumstances be prevented. The 
writer is at variance with this opinion, especially with regard to younger 
children. Play—acting aggressive impulses with dolls or other toys alone 
is not only a limited means of release, but to the child must also be 
equivalent to censorship——the type of which is often the basis of his 
own problem. Whether the inhibition has been enforced by people in 
his environment or by himself is irrelevant. If the observer or therapist 
identifies with the inhibitory agency, the child cannot at the same time 
gain insight into the dynamics of the hostility and obtain release. 


The reason often given for not permitting any expression of ag- 
gression is that, once initiated, it can reach a degree of intensity which 
would preclude further control. The writer does not find it to be so. 
In fact, it is remarkable how exwemely easy it is to stop a child’s ag- 
gressive behavior and destruction provided the observer's attitude has 
been consistent about the aforesaid restrictions and there is good 
rapport. à 


2. The Method of Observation 


Content is as important as affect and freedom of expression. While 
this is true of young children as well as older children, content becomes 
more and more important as the child grows older. To illustrate: 


P. S. a girl of one year, eleven months, the older of two 
children (baby brother one month of age), while in the playroom 
makes repeated gestures of hostility toward the baby doll. Her 
vocabulary is extremely limited and gestures are accompanied 
by an inarticulate strident cry. Although there are no words, her 
behavior is explicit, not because of content but because of the in- 
tensity of feeling and meaningful motor patterns. This amply com- 
pensates for the verbal productions which a twelve-year-old would 
evidence under similar circumstances. With the younger child 
there is an added difficulty in evaluating the significance of affect 
and motor behavior, in that transitory expressions of intense feeling 
may have relatively little significance when correlated with the 
total developmental and social data. The fine evaluation of the 
significance of the child's behavior must always be controlled by a 
critical judgment of pertinent facts. 


Observations bear on the type and tempo of motor activity and the 
mood of the child, with special notes on intensity and duration of 
observed moods and activities. 


With the mechanical recording apparatus used at Payne Whitney 
Nursery School, time relations are automatically recorded. If this device 
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is not available, time relations must be carefully indicated. This tho- 
roughness of detail, if consistently applied, ultimately makes for a more 
accurate evaluation, since an expression which may not be explicit at the 
time may be illuminated later by a new association or a new gesture. 


pe e- 
All of the above statements, while applying more specifically to ae 
search, also hold true in therapy; although in the latter instance 


: ` r e of 
focus is on treatment and these observations necessarily lose som 
their emphasis. 


3. Findings 


Whereas the play expression of the child in this somewhat a 
stricted medium falls into categories, the highly individual ooo 
of the child’s play is at once obvious. The play session records ~~ 
dividualized to the extent that they easily identify each child, € 
in the absence of anamnestic data. 


e 
Reality and fantasy intermingle, but the quality of the affect ape - 
presence of realistic detail give an unmistakable stamp to a Te 
situation. : 
- . to the 
A four-year-old girl with a severe anxiety related dram 
mother’s early disappearance from the family background, | ] doll 
tizes before her mother and the writer the hostility of a eit her 
to her mother. With intense feeling she screams, She ild was 
across the face.” It was obvious to the observer that the chi othe 
expressing a feeling of hostility and frustration toward her egan 
but not necessarily referring to an actual event. The mother t she 
arguing with the child, striving to prove to the observer tha that 
was not guilty of the “accusation.” When it was pointed E ar it 
with the child, and also to some degree with the adult, ` W iste 
feels like may be identical with what it is,” the mother pers sion 
in an argumentative attitude, failing to grasp that the expres e 
of feeling did not necessarily relate to an actual hitting epi 


On the other hand, the realistic situation may be so clearly evoke 
by the child in his play that it is necessary to check with the parents so y 
earlier period inadequately reported by them in the history penon 
given. An illustrative example is fully described in a forthcoming PY å 
lication. “Urinary Control and Enuresis.” 5 Briefly, it pertains Cy 
four-year-old boy (P. R.) who repeatedly enacted rejection by his _ ie 
—rejection which is associated with his enuresis. Ic was felt, and ar z 
substantiated through interviews with his mother, that an actual epis0 
must have occurred which stimulated the feeling of rejection. Fo 
purposes of convenience, the terms overt adjustment and potenti 
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adjustment are used to contrast the apparent adjustment of the child 
in the social group, home, or school, with the adaptation that his play 
behavior implies. 


The use which the child makes of the play equipment also shows 
considerable variations. It is generally known that the young child's 
play tends to be repetitive. This characteristic has been the starting point 
for considerable discussion in both psychological and psychopathological 
literature. However, upon surveying all the records it is evident that 
children vary considerably with respect to this so-called “compulsion.” 
Some children exhibit a fluidity and freedom of expression which 
enables them to use either one or all toys in a great variety of patterns. 
Other children seem to be bound to a theme which, by virtue of its 
rigidity and repetition, is indicative of inner tensions. A few children 
consistently prefer play expression in the form of drawing. In the two- 
to five-year-old group this is rather exceptional, since drawing is still 
a very inadequate means of expression for the majority of children 
in this group. Again, in evaluating the meaning of the child’s drawings, 
verbal productions associated with the symbol content of the drawings 
are of importance, just as the absence of them may be revealing. The 
child who consistently chooses to draw, with few articulated expressions, 
is usually the child who is inhibited or somewhat on the defensive. 
Such a child, however, can generally be drawn out in revealing ex- 
planations about his drawings. 


The diversity of the children’s play pattern has determined the 
writer’s decision to vary considerably the number of play sessions. 
In as few as two or three sessions, the play of a child may establish his 
‘fine integration, while another’s play may be obscure enough to warrant 
further investigation. When some emotional conflict was indicated 
by the nature of their play, these children were studied in individual 
play sessions for as many as fourteen or fifteen hours. 


It is futile to press the child in another direction from the one he 
spontaneously chooses, since he will select the medium of expression 
best suited to himself and, therefore, the best adapted to observation. 


A finding noted in the course of investigation of the child’s play 

* clearly brings out the general tendency toward segregation of emotional 
“experiences in young children. This is particularly true of the individual 
‘play situation where greater freedom of expression is encouraged. 
The less inhibited the behavior, the stronger the drive toward segrega- 
tion. This was amply demonstrated in a number of instances when, 
at the physician’s suggestion, the mother questioned the child about 


226 J. LOUISE DESPERT 


his activities in the playroom and received only fantasied or vague 
answers. 


In research, while it is the purpose to investigate the child’s psy- 
chological reactions, there is always an underlying therapeutic effect. 
This is especially true of children who have had repeated play sessions 
under the conditions described above, in spite of the fact that no 1m- 
terpretation is given to the child of his behavior. As in the case of 


play in therapy, even the first play session in research is usually meaning- 
ful in content. 


a ee : re- 
Specific findings related to special areas of tension have been b 

ported in previous publications. For instance, it is easy to recognize = 

the play content whether the bladder or bowel training has be 


: Š "5 re not 
coercive, weaning has been frustrating, or fears of the past have 
been resolved. 


As outlined here, the play of young children sheds light on ce 
family relationships as no other medium could. A reversal of the sib mie 
order in the play may be indicative of sibling rivalry or of a feeling T 
jection. This is illustrated by a large number of children, more , 
quently by an older child who wants to be in his baby brothers 


eter! ‘ z E er a 
sister’s place; and sometimes by a younger child who envies his old 


sibling’s position. All child psychiatrists are familiar with the a 
who gives the age and name of a younger sibling as his own. In g 
case of children from broken homes, wishful thinking is frequent 
expressed about the father’s being at home, or hostility toward t 

mother who has presumably caused the separation from the father 


A boy of three-and-a-half years, whose parents are separated 
and who sees his father only a few times a year, in his play i 
peatedly fantasies that he takes a train to the family’s country 
home; in a very short time he arrives, not in the country hom 
but in Cleveland where his father is working. In his play he aie 
only puts the parents in the same bed, but says repeatedly that 0% 
daddy and mommy are together “because it’s such a big ber 
Frequently he also expresses hostility toward the father (Im 
going to break this daddy”) and toward the mother. Another b0}? 
three years old, the older of two children, is a tense, insecure 
youngster whose parents (both professional people) have little 
time for family life. This child’s favorite play consists in stacking 
up the screens against the door of the playroom so it cannot 


opened, as he says, “You’re the mommy, I’m the daddy. We stay 
all the time with our children.” 


A girl of four years shows a great deal of hostility toward her 
younger sister in the play sessions, though in every-day situations there 
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is very little apparent hostility; she is one of many children who have 
felt threatened by the arrival of a sibling: By means of analysis of the 
children’s play, it has been possible to forecast the possibility of sibling 
rivalry before the arrival of the sibling. Siblings were born into the 
families of some children while they were at school. There were those 
in whom, long in advance of the arrival of a sibling——in some cases, 
indeed, when the child was an only child and there was no question of 
the addition of a baby to the family——the pattern of sibling rivalry was 
so set in the play situation that the conflict could easily be anticipated. 
In this sense, the sibling rivalry problem did not begin with the arrival 
of the sibling. 


An understanding of family relationships, gained through the ob- 
servation of a child at play, may point to minor latent involvements 
without actual conflict and may indicate the need for special guidance 
of a non-therapeutic nature or even, in some cases, the need for treat- 
ment. Advice given to parents is based on this kind of knowledge. 


The development of sexuality in the young child is clarified in 
spontaneous productions and behavior, as was reported in the Protocol. + 


A great deal of information is obtained about intellectual function, 
without the benefit of formal tests which frequently inhibit the very 
young child. In the spontaneous remarks of children about their play, 
formulations of abstract concepts are often found, enabling the in- 
vestigator to trace the genesis of such concepts as time, space, abstraction, 
death, good and bad, the “I,” “not I” relations. Since time relations 
are all circumstances indicated, genetic trends can easily be followed. 
Thus it was possible to establish that the young child, while indulging 
freely in fantasy play, is able to differentiate between reality and 
fantasy. 6 


It is apparent from the brief presentation given here that the 
records of play sessions offer an almost limitless source of material: 
Anxiety and fears, dreams, persistence of infantile habits (thumb suck- 
ing, nail biting, enuresis, genital handling), the psychological back- 
ground of physiological functions (sleep, eating, motility), and psy- 
chosomatic problems are only a few of the topics which at any time 
can be studied from the records. 


One aspect of play analysis concerns not the child but the observer 
and pertains to the technique itself. Complete mechanical recording 
provides an opportunity for the observer to check on his approach, 
especially regarding the objectivity of his attitude. The selectivity of 
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the memory function is in constant operation. This was clearly za 
monstrated during the first year of the experiment when a hpn 
experienced stenographer was making notes of the speech een 
through the loud-speaker. Coincidentally, the observer made wi 
of what seemed to be of particular significance and it was frequen 2 
found that very pertinent items had been omitted from the wget 
graphic record. There is a tendency on the part of the observer to ae 
an orientation from the child’s earlier statements, then focus on ew 
behavior and productions with consequent exclusion of other material. 


; be 
As a test of objectivity, the complete mechanical recording should 
more universally adopted. 


: è F : t this 
Studies of speech development in the young child bring 0U sae 
5 iai a 
unconscious tendency to alter and smooth out the original m 


ild at 
and a faithful reproduction of the actual sounds of the young chil 
all times is difficult. 


4. A Consideration of Psychodynamics 


A child’s play, as shown above, is the indicator par excellence me 
child’s behavior. Behavior can be looked upon as a convergence ae 5 
chobiological forces: instinctual drives modified by social demands. saa 
far as the child is concerned, growth and maturation are further 
factors. Integration in the individual rests upon the exquisite paient ile 
these forces. Conflict represents a break in the continuity of this eq" a 
rium. A conflict, in this sense, can be a true psychiatric problem aie 
minor deviation well within normal limits. Such minor deviations do a 
generally constitute a psychopathological problem. However, care! a 
investigation shows that they are a potential threat to later adaptatio a 
and their early recognition makes it possible to give child and paien 
the kind of help and guidance which enables the child to make use © 
all his resources. More gratifying emotional relations between child an 
parent are also thus established. 


The normal individual is able to resolve the effects of the frust% 
tions and to release the tensions to which he is repeatedly ge 
The mechanisms through which this resolution takes place are clearly 
demonstrated in the young child. 


Under the conditions outlined above, the play experience is, first, 
one of sharing. This mechanism is especially important in therapy- 
However, anyone who has observed a young child in the process ° 
learning that other children do not like the arrival of a baby in the 


a 
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house any more than he does, his surprise and his relief, is convinced 
of the great significance of this mechanism. Young children frequently 
want to know how other children before them have played, when they 
came to the playroom, whether they played the way they do, and find 
reassurance in the sense of conforming and sharing. 


Constantly in their play-acting the children dramatize feelings and 
attitudes directed toward them which they have found painful and 
frustrating; e. g., the boy who repeatedly plays the punishing father. 
Identification is the common mechanism used by the young child in 
his spontaneous play. It is so real to him that he may even become 
frightened by his own fantasies, for in the process of identification with 
a witch or some other fearful object a child can be overpowered by the 
anxiety which he has himself evoked in the dramatization of his play 
theme. A four-year-old girl identifies with a seven-year-old brother 
who is proficient in reading and in a number of games, skills which she 
envies. She becomes pensive and sad, then adds with a triumphant 
expression, “But he has a broken tooth;” referring to a milk tooth which 
he had recently lost. A child can be at once and alternately the object 
and the subject of his fantasy and experience the feeling of both the 
aggressor and his victim. 


Another familiar pattern is the projection onto objects other than 


himself of. acts about which he feels guilty. There is a marked fluidity 
in the emergence of these various mechanisms and a child may describe 
fully some “bad” deeds as his own, then as easily transfer them onto 
a sibling or a friend. The sympathetic attitude of the observer con- 
tributes much toward the fluidity and the freedom of these various 
expressions. It is a matter of clinical experience to recognize when a 
statement in the nature of an interpretation too easily or too eagerly 
brought forth may block the child’s expression. 


The opportunity given the child fully to express feelings and at- 
titudes affords a release of tensions which is quite evident in the case 
of children brought repeatedly to the playroom for reasons discussed 
above. Abreaction of affects, together with the economic value of in- 
terpretations in loosening defenses against anxiety and liberating affect, 
thus have a therapeutic value which obtains in the normal as well 
as in the neurotic child. It is a means of demonstrating this affect and 
dissociating it from other factors, such as maturation, socializing in- 
fluence of nursery school, teacher’s understanding of the child’s individ- 
ual needs, that a control period is allowed prior to the initiating of the 
individual play observations. 
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The young child's play keeps the observer on the alert, because 
the meaning of the child’s behavior is not always immediately apparent. 
Symbolic gestures and words are continually offered for the observer's 
interpretation. 


While a good deal of information is obtained through the observ- 
ation of play sessions alone, this information takes on a fuller meaning 
when a correlation is established between the child’s behavior, fantasies, 
etc., in the playroom, and new historical facts brought out by the child's 
spontaneous expression. Such information serves a further purpose; 
namely, to enable the parents to gain some insight, which, in turn, may 
modify their own attitudes. This synthetic approach is essentially dy- 
namic and characterizes the research as outlined in this publication: 


The statement is occasionally made that children placed an an 
experimental set-up may develop self-consciousness and that the attitudes 
studied are, therefore, to a degree, artificial. As reported above, efforts 
have been made to minimize the child’s awareness of his being studied, 
and this is relatively easy with young children. There is no questio™ 
however, that the children’s behavior and the child-family relations a 
modified by the research, as the findings have indicated. As with 4 
experiments pertaining to human behavior, the introduction of ues 
a variable is unavoidable. Our primary concern is to enter in the recor 
all the facts and reactions associated with them, and later to evaluate 
their significance whenever possible. On the other hand, docs research 
tend to magnify deviations from the normal, or increase the parents 
awareness of their children’s needs and, therefore, develop their fitness 
as parents? Perhaps a more meaningful question would concern the pr 
rents’ reason for selecting an experimental school, such as Payne 
Whitney Nursery School. Where many facilities are available, the burden 
of choice rests, first, on the parents. It is difficult to answer these questions, 
since similar research on groups of unselected children is not available- 


II. PLAY ANALYSIS IN THERAPY 


1. Similarities 


The similarities between play analysis in research and therapy havé 
been brought up in the presentation of the method of research. They 
relate to the choice of play set-up and equipment, to the methods of 
observation, the child-observer (therapist) relation, as well as the 
findings and psychodynamics. It has also been made clear that in a grouP 
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ol “unselected” children a small percentage is found to be in need of 
treatment for neurotic or minor behavior disorders. This is not meant to 
imply that there is only a question of degree between the normal and 
the grossly pathological. But between these extremes the behavior 
of children presents a large number of variations which, nevertheless, 
require similar methods of investigation and guidance. 


2. Differences 


Some differences between the two approaches, however, should be 
emphasized. In the first place, the neurotic child is brought to the 
physician for a definite purpose; namely, the treatment of symptoms 
and behavior which have caused the parents or others some concern. 
There is, therefore, a definite orientation formulated by others than 
the therapist which may or may not be identical with that later 
formulated by him. As a matter of fact, the parents’ formulation is 
usually an index of their reaction to the child’s symptoms. It does, 
however, provide a lead which is lacking in the first research contact. 


N. C., a boy of seven years, eight months, was referred for 
reading difficulties at the suggestion of his teacher. The mother 
brought no other complaint, but in securing the anamnestic data 
it became obvious that the reading difficulty was only a minor 
aspect of this child’s emotional block. He was one of four adopted 
children, an anxious, insecure child who had not developed a sense 
of belonging in his adopted family. One of his first statements 
abdut an early memory was as follows: “A man on a tractor told 
me he sucked his finger and he lost it. He said it came off. . -i 
He said, ‘Don’t suck your thumb,’ that was what he told me. 
Then he started to draw, saying, “Shall I make somebody being 
kind to another boy?” He also made a drawing of an appletree 
with “a very tall lady—she’s going to live in the sky... . Td like 
it, too.” He associated his reading difficulties with day-dreaming 
about fights. There were also a number of fantasies about punish- 
ment for being bad, and considerable anxiety, when, at the end 
of his interview, the doorbell rang. “What if it is a stranger 
or a policeman? . .. When I am eight years old, I'll chop the po- 
liceman’s head off.” The content of this interview immediately 
determined the orientation to be different from the complaint 
as formulated by the mother. 


Similarly, R. S., whose case is fully discussed below, was brought 
for treatment at the age of eight years, ten months, solely as a 
feeding problem. It will be obvious, from the chronological pre- 
sentation of developments in the case, that the complaint was 30 
formulated by the mother because of her own neurotic attitudes 
toward food and the meaning of food in her insecure emotional 
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life. In general, the actual severity and significance of the neurons 
problem for which a child is brought for treatment are reveale 
to the therapist as much by the parents’ presentation of the ee 
plaint as by the complaint itself. In her first interview when el 
gave the history, the mother of R. S. stated that since birth she 
had felt he might die and added, “Pd rather dic.” 


3 orn ild 
It is important to note that the parents’ decision to have the chil 


treated represents the first step in therapy. In this respect parents 
vary considerably, some making the decision with the first minor dif- 
ficulty, others counting on maturation (“growing out of it”), oF ne 
lying on physical and other approaches. 


ing 
These extremes in attitude are illustrated by the following 


examples: 


Boy J. Ne., seen for the first time at the age of just three Lge 
was an only child. The mother was four months pregnant at k; s 
time of her first interview. She had requested treatment in anticip7 
tion of the birth of the sibling because she felt that the childs tis 
Justment in his early years had been somewhat difficult. > 
immediately presented’ the problem as relating to herself, saying 
that she knew herself to be irritable because of her pregnancy: 
The mother had had a partial analysis for a psychosomatic syn ee 
characterized by colitis and “neuro-circulatory asthenia. T a 
child had had eczema from birth until about one year of T 
also colitis intermittently. He reacted by mild tantrums to frustra 
tions. The mother expressed her insecurity in the following og 
“I am not sure of myself with children.” The child was under t k 
care of a pediatrician but the mother took the initiative in thé 
matter of referral for psychiatric study and treatment, if the latter 
was found to be necessary. In contrast to this early referral, thé 
pertinent facts of the case of girl B. S., first seen at the age f 
ten years, two months, are presented: The girl was the younger A 
two children; the older, a boy, committed suicide at the age ° 
seventeen years. She had a history of intestinal symptomatolo 
(constipation—Hirschprung’s disease, at two-and-a-half years) ; 
The school had suggested treatment for this child because of asocia 
behavior and withdrawal. Her poor social adjustment had heer 
a gradual development. The mother, a cyclic personality, had ha 
several depressions. The last one, of marked severity and duration, 
was coincident with the brother’s suicide. She was still depresse 
at the time of referral (eighteen months after the death of her s0”) ’ 
It is probable that without the school’s pressure this child’s proble 
would have gone untreated for a longer period. 


3. The Family 


The importance of the family must be remembered in considering 


the significance of play for therapeutic purposes. At the beginning of 


PLAY ANALYSIS 233 


the Child Guidance movement there was a tendency to over-emphasize 
the role of the family and direct contact with the child was minimized. 
Childhood is characterized by rapid growth in an environment of intense 
emotional interrelations between the child and his parents and siblings. 
Even more than in research, close contact with the family represents 
a source of valuable information and, conversely, insight into the 
child’s behavior gained through his play can make for better relations 
between the parents and the child. This is clearly expressed in the 
Statement of the father of an eight-year-old boy several months after 
treatment was initiated: “I have become a better father.” 


The attitude of the parents toward therapy and therapist is a con- 
siderable factor in the outcome of treatment. Clinical experience shows 
that where parents are unconsciously uncooperative or resistant (in spite 
of their initiation of treatment), because of neurotic problems of their 
own, treatment becomes so difficult as to be impossible in some cases. 
The parents’ neurotic need for the child’s illness may represent an in- 
superable obstacle. 


While two cases, however identical, defy comparison, the case 
of boys B. D. (six years, four months) and J. Nu. (eight years, 
two months), referred for very similar pathology at approximately 
the same time, illustrate this point. Both children were out of 
contact, had severe anxiety symptoms and showed stereotypies, 
compulsions, and autistic behavior which, in both cases, warranted 
a diagnosis of schizophrenia. In the case of B. D., an only child, 
the mother seemed to be threatened by the child’s improvement. 
She was completely identified with the boy and devoted her whole 
life to his care. She had anticipated his permanent failure to adjust 
and had established a trust fund for his maintenance after her 
death. Several months after the beginning of treatment, and while 
the child was showing slow but definite progress in social contact 
to the extent of being able to attend a private school, the mother 
became resistive to the continuance of therapy and insisted that 
attendance at school was responsible for the change in behavior. 
At about this time the child developed measles which interrupted 
his treatment for three weeks. When he returned, the mother’s first 
statement was, “We had our measles in bed.” This was a literal 
account of recent events. Emotional symbiosis of that degree of 
severity with a mother so pathologically identified with the child, 
precludes the possibility of therapeutic success. Several psychiatrists 
attempted to refer the mother for treatment, but for obvious 
reasons she resisted the suggestion. The father, incidentally, was 
a neurotic individual with severe anxiety symptoms and paranoid 
ideas. He was emotionally dependent on the mother and resented 
her obsessive preoccupation with the boy. 
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In contrast to this case, the parents of boy J. Nu., the older 
of two children, while tending each to live in his own world, iade 
conscious efforts to carry out suggestions regarding the emotiona 
needs of the child as expressed in his play. For instance, one Lo 
portant finding was his intense jealousy of his younger brother: 
A peculiar ritualistic activity which he repeatedly demonstrat 
in the playroom was found to be the symbolic expression of a Pao 
wish toward his younger brother. He was thus able to recall th : 
at the age of one-and-a-half years he wanted to drown the wee 
baby when the mother brought him from the hospital. a 


à : inter- 
parents have kept close touch with the therapist through inte 
views determined by the need. 


Another attitude which deserves consideration is represented by the 
need of certain parents to explain the child’s symptomatology on a 
grounds of heredity, thus releasing them from responsibility for ae 
child’s problem. This is frequently found among intellectual paren 


. = F 5 ; -bio- 
who tend to interpret behavior manifestations on a hereditary-b 
logical basis. 


Treatment can also be greatly hindered by lack of interest On the 
part of parents, a detachment which is a mechanism of defense- By 
separating themselves from the child’s therapeutic experience, ee 
seem to throw all the responsibility of the child’s progress 0” pn 
physician. 


There are parents who are reluctant to make appointments for 
discussion with the therapist and, once having made them, seek every 
opportunity to cancel them. The therapist himself may have difficulty 
in evaluating the amount of time minimal and necessary to discuss: the 
child’s problems, and may underestimate the gains in cooperation hee 
understanding obtained through such meetings. This is especial y 
true when the contact with the parents is more frustrating. There ate 
a few cases where it is impossible to establish rapport with the parents, 
and chances for recovery or significant improvement through play 
therapy alone are greatly reduced. 


The family must be considered from another angle: The play 
illuminates the relation of the child to his parents, and also the reverse 
Significant expressions pertaining to parental attitudes have bee? 
reported above, in the case of boy P. R. (p. 224); and the same is true o 
the child under treatment. For instance: 


Boy M. Z., an only child, first seen at the age of eight yeni 
fivé months, presented a problem of behavior and learning diF 
ficulties in school. He was an adopted child, extremely insecure 
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of high normal intelligence. In his first contact his play and 
drawings indicated that the child fantasied a great deal about his 
own mother from whom he had been separated at about three 
years: His mother had been killed by Germans, or was living in a 
concentration camp. (Actually, she had preceded him to the United 
States.) He was quite uncertain about his origin: “I didn’t get 
born out of any mother, because I have two mothers . . . . I wisk 
I did know how I was born... .” It was obvious that he did not. 
have a sense of belonging to his adoptive parents with whom he had 
lived since he was six-and-a-half years old. Following this initial 
contact, the therapist attempted to clarify the meaning of the 
child to his adoptive mother. It was then learned that she had 
taken him from a foster home, because she felt that he wanted her 
desperately, after several unsuccessful attempts by the home to 
place him for adoption. Her own first impression of him had been 
disappointing. From her description, the child had severe signs of 
rickets. “He was a monstrosity.” At the time of examination he was 
normally developed and a rather appealing child. The mother was 
constantly referring to the son she had “dreamed of,” and was 
unable to give love to his less attractive substitute. In her relation 
to the patient there was the implication that he could belong only 


if he earned his place in the family. The whole emphasis of treat- 
the mother’s attitudes 


ment had to be shifted as the dynamics, of 

were investigated and a greater awarencss of the child’s emotional 
needs developed. 

en necessary to refer one or both 
parents for treatment. Girl S. K., older of two children, her sister 
being four years younger than herself, was first seen at the age of 
just fourteen years because of open aggression and assaultiveness 
toward her mother and sister. Her mother had been injured several 
times in the course of these fights. Outside her home the adjust- 
ment was good. It soon became evident that the mother’s attitude 
reflected a similar neurotic pattern of hostility toward her own 
mother and intense jealousy of her younger sister. There were 
also great similarities Between the mother's and daughter's attitudes 


toward their respective fathers. After some resistance the suggestion 
that the mother be treate he tensions in the 


d was accepted and t 
home were considerably lessened as the analysis of the mother was 
initiated. 


In some instances it may be ev 


Play may also throw light on the relationship of siblings with the 


effect that a sibling may be brought for treatment if the patient’s prob- 
lem appears to be determined by his sibling's neurotic patterns. There 
is even the exceptional case where a child may be brought for treat- 
ment but shortly dismissed for his more neurotic sibling. Conversely, 
children are referred for therapy when, in the course of treatment of one 
of the parents, it is found necessary to alleviate the parent's anxiety 
about the child’s behavior. 
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4. The Therapeutic Play Situation 


(a) THERAPIST 


As already pointed out in the part pertaining to analysis er 
search, the observer—now a therapeutic agent—plays an impor tani k the 
While this role has been described in various ways, the relation oie 
personality of the therapist and his specific approach has not ra 
satisfactorily established. For instance, it is difficult to determine dlé 
advance whether a child is likely to make better progress with a “ee 
or female psychiatrist, although retrospectively it is easy to explain a 
success or failure in terms of the male or female parent-substitute ait 
lation to the child. What is often interpreted as resistance to ae? 
may, in a great many cases, be more a matter of resistance tO 
therapist as male or female. 


ars 

Boy L. W, younger of two children (his sister Two an 

older), was first seen at the age ressive 

adjustment problem at school. He was socially shy and aggr m 2 

toward other children, restless, and had been expelled or 

nursery school and a kindergarten. He was on the verge 0 r was 
expelled from the school he was then attending. His mothe 


; alsy © 
» partly because of a congenital palsy 


4 was 
one eye which 


barely noticeable, howev 


. f n 
y and his own reactions to it, as, fandim 
ally, the father had a good relation to the child, it is pro 


that he was better able to abreact his feeling with the help ° 
woman therapist. 


Boy J. B., the third of four children, was first seen at the age 
of ten years, seven months, because of difficulties at school. Althoug 
of superior intelligence, he h A 
of asociability and depression. He was brought for treatment whe 
he became preoccupied with suicide. Th 
suicidal attempts, one of which 
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psychiatrist. She opened the first interview with the statement, 
“I have a strong feeling he shouldn’t come to a woman.” She felt 
that what the boy needed was discipline and that the father was 
too lenient. The boy was able to express his feelings of hostility, 
involving his parents and siblings in various degrees. He also be- 
came more cheerful and his school record improved, but rapport 
was never good enough to show significant improvement. The 
mother's resistance expressed itself in a refusal to make or keep 
appointments, and the therapy reached an impasse which might 
well have been avoided, if a man had treated this boy. The com- 
plaint, as formulated by the mother and as substantiated by the 


boy’s emotional dependence on and clinging to her, seemed re- 
lated to his mother; but actually his more-fundamental problem 
was his marked ambivalence toward his father and his identification 


with the father’s neurotic personality. 


(b) THERAPIST-PATIENT RELATION 


In considering the question of the sex of the therapist, the the- 
rapist-patient relation has already been discussed. Freud’s concept of 
transference applies to any therapeutic situation, whether or not psy- 
choanalytic procedure is used. In his play the child resolves his feeling 
relationships with his family and the social group through his rela- 
tionship with the therapist. 


For Allen 1 the fundamental concept is the relationship between 
two people in the present; but even when it is not recognized as part 
of the methodology, the doctor-child relation is a therapeutic tool. 
The child projects his anxiety and his hostile feelings onto the person- 
ality of the physician. With very young children it is so obvious that, 
in the midst of a dramatic play, they may call the physician “mother” 
or “father,” or both at the same time, without any awareness of the 
transfer. Negative as well as positive attitudes can be utilized for the 
purpose of helping the child develop insight into the motivation of his 
own behavior. 


It is important to explain to the child the purpose of note-taking, 
that is carried out by most psychiatrists during interviews. The writer 
has not found that children object to note-taking, except in the case 
of two or three older children with paranoid tendencies who felt the 
record would be used against them. As a rule, the child takes good- 
naturedly the explanation that if the physician did not take notes he 
might confuse one child with another, since he sees a number of them; 
and what if he should confuse him with another child having a brother 
or sister, when he is an only child, etc. 
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(c) PLAYROOM AND EQUIPMENT 


As already indicated, under research, it is preferable, although 
not imperative to have toys. In the case of a playroom for map 
purposes a greater variety of toys is generally preferred, since iaaa 
for purposes of standardization are not necessary, as in the case are 
search. In a previous publication? suggestions were made regal eo 
playroom equipment. The playroom (having floors and walls ofa wie 
able material, and sturdy furniture) should be in a place igen 
child feels free to express himself with as few prohibitions as poss! ; $ 
A problem which frequently arises in connection with toys is COn 
with the compulsive attitude of children in regard to one or non 
toys. The disappearance or disfigurement of toys throws these a few 
into a panic. One very disturbed boy of nine years spent the first tod 
hours of treatment in a compulsive game which consisted in ad 
a small dog to drop an imaginary load and to be punished for it. He enn 
this dog “Peter Rabbit,” Peter being the name of his younger = hen 
As soon as he arrived he would ask for “Peter Rabbit,” and once My the 
he did not see it immediately he became acutely anxious unti hild 
animal was located. The tew toys selected by the very disturbed © otic 
for this type of play are quickly recognized as filling an intense oe 


a Š 0 
Pig . ` 3 tion 
need. In some cases it is wise to have replacements in anticipa 
loss or breakage. 


(d) ATTITUDE OF THE CHILD TOWARD THE EQUIPMENT 


The use of equipment by the child is highly individualized. w 
toys he picks out and the use to which he puts them stamp the © ab 
as significantly as his mood, behavior, or pronouncements. There 1$ ve 
child who is bound to one theme and one toy and may use it over a 
over until an intense affect has been worked out or the symbol Ma e 
clear to him. There is the child who refrains from using toys pane 
of a defensive attitude and the feeling that by using one toy or anot? 
he may reveal too much. Then there is the child who plays with z 
available toys, using them for little purposeful activity, often 
cause he fears his own aggressiveness. He must abandon the tool @ 
aggression before he has had a chance actually to carry out the aggressive 
act. Very often such a child will choose drawing or other, to him es 
personalized, media and proceed directly to carry out his hostile aes 
in more general themes of war or destruction. The same holding Da 
is expressed in the attitude of the child who claims that toys are “baby 
stuff.” It does not take much reassurance about other children’s play 
to help some of them over their inhibitions. 
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Play which is most difficult to interpret is the nonfunctional play 
of the schizophrenic child. The symbol is so far removed from the 
motivation that the links are identified only through painstaking 
investigation. 

For instance, boy J. N. eight-and-a-half years, exhibited to- 
tally unintelligible behavior of jumping from the toilet scat to the 
floor with loud-cadenced “To BA-A-ind it.” If not interrupted, he 
could spend the whole hour engaged in this activity without 
paying any attention to the physician’s presence. When asked about 
the meaning of the sounds, he at first said “To bind a rug.” How- 
ever, there was something about the way he pronounced “BA-A- 
ind” which indicated that the syllable represented something 
blocked. When the physician insisted that he did not mean “to 
bind a rug,” link by link the child revealed a death wish against 
his younger brother, who he had hoped would drown in the bath- 
tub when he was brought from the hospital. The subsequent dis- 
appearance of compulsive acts, this and many others, facilitated 
the interpretation of the affect underlying the behavior. 


y disturbed children actually 


The nonfunctional play of these ver 
te as to make the mean- 


serves a function, but the symbolism is so intrica 
ing of behavior unintelligible. 

It is either through interpretations spontancously arising from the 
child’s statements or play, or through interpretations formulated by the 
psychiatrist that the orientation to the treatment is given and insight 
gained. It is in this connection that therapy differs fundamentally from 
research where the child leads the way more exclusively. 


(e) Tue First INTERVIEW—FOLLOWING INTERVIEWS 


s the therapist an orientation which 


The first interview usually give: 
ptained through the anamnestic 


may or may not be identical with that o 
data. 


Boy R. U., seen for the first time at the age of eight years, 
two months, was brought for treatment in the course of his father’s 
analysis because anxiety about his child was a contributing factor 
in the father’s illness. In the anamnesis the mother reported that 
fear of the unknown was the child’s outstanding difficulty and 
had been for a number of years. He would not let his parents 
go out at night, thus causing them, especially the mother, con- 
siderable annoyance. In the playroom he immediately proceeded 
to tell of his fears which revolved around the possibility that his 
father, mother, and younger brother might die. He was especially 
afraid that his mother might be killed when she went out. There 
was considerable confused fantasying about birth, and he told. 
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the story of a woman who made a gingerbread boy that did not 
talk or cry but was suddenly changed to a baby. It was soon brought 
out that his difficulties had begun at four-and-a-half years with the 
birth of a sibling. 


Girl G. S., first seen at the age of six years, one month, dis- 
obedient and “desperately unhappy in her relationship with other 
children,” in the first interview drew a rabbit's head. When m 
physician observed that it had no body or legs, she drew them an 
said, “He's standing still, he's not even walking.... He has no 
mother, no father, no sister, nobody.” When the physician re- 
marked that that was the way the child herself sometimes felt, 
the child added, “He has nobody to take care of him, nobody can, 
he’s all alone in the night.” (She added heavy black tears ponr os 
in a long stream to the ground.) “See what he’s going to do? He 5 
crying, he’s lost.” The theme continued somewhat more ee 
fully with the appearance of “something good.... a fairy 1nsic& 
a light.... He sees the light. He's so excited.... still crying. 
She insisted that the bunny got lost because he ran away and ns 
mother and everybody in the family went away. In going over so 
feeling of hopelessness and the block of motor activity, 1t bon 
learned that when the child was one year old the maternal gran 
mother was killed and the maternal aunt injured when a terrace 
on which they both stood gave way. Because of the disruption 
in the family caused by this event and the pressure of work place 
upon the mother who nursed her sister, the child was put ina psy 
pen and left alone daily for many hours. Being a very active chi 
she soon learned to climb over the pen. It was replaced by a higher 
one, then a fence, and finally a fence so high that visitors aske 
jokingly if the family kept wild animals there. 


The first interview, as pointed out by many authors, is always 
significant and one in which the alertness and tact of the therapist 
must be exercised to the utmost. With very young children, especially 
those who are anxious, it is often imperative to include the mother, 
and sometimes both parents, in the examination. 
predominant symptom of these young children, it is seldom that a child 
of two years can be examined alone. His reaction to a strange place 
and strange person may be one of such intense anxiety as to preclude 
further contact when pressure is put on him to effect a separation 
from his mother. This may not be possible for man 
these cases, the mother may be so eager to bring out some aspect of the 
child’s behavior that her presence creates an additional problem. The 
mother may also have difficulty in understanding that the therapist 
is just as interested in watching the child with his mother and the toys 
as playing with or talking to the child. In such a situation almost any 
positive gesture or word on the part of the therapist may be interpreted 


Since anxiety is the 


y interviews. In 
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by the child as an expression of aggression directed toward him. It is 
always rewarding to see a child who has come in a state of panic gradually 
move toward the therapist, if the latter has contented himself with being 


watchful and receptive. 


Girl E. R., seen for the first time at the age of two years, was 
brought for treatment by the father and mother because of severe 
temper tantrums (for which she was spanked), resistance to going 
to bed, and sleeplessness. The child was known to scream at night 
from three to four hours without respite. She would not let the 
mother out of her sight. The picture-was one of severe anxiety, 
especially in new contacts or activities. The mother at twenty-six 
years weighed ninety lbs., was very tense, had a history of colitis— 
the first attack following the baby’s birth. Because of the mother's 
illness the infant was in a hospital from one to three months. 
The baby herself then had pyloric spasms. From three months to 
eight months (still because of the mother's illness), she was with 
her parental grandmother, a neurotic individual who has con- 
trolled her family by repeated threats of suicide. The mother and 
paternal grandmother did not get along, there were constant 
scenes between them; and suddenly at eighteen months, i. e., six 
months before the child was brought for examination, the mother 


took her home abruptly and has not since permitted her to see the 
ing data it is evident that the child 


grandmother. From the foregoi r 
clung desperately to her mother because of the fear of losing her 
abruptly lost the 


again. She had lost her mother very early; then, 
person who had substituted for her mother. When observed, the 


child was tense and rigid, screamed for the first third of the hour, 
hid her head in the mother’s lap and, when walking from the 
eyes tightly 


mother to the father across the playroom, held her eye L 
closed as if to cut off all contact with the outside world, including 
the physician. She was an intellectually precocious child. She 


became interested in a baby doll only after a long period, during 
which the physician played with it and paid no attention to the 


child. The parents had great difficulty in refraining from urging 
the baby to “talk to the lady.” Once the child realized that the 
lady had no aggressive intentions toward her, she could bring 
herself, before she left, to establish enough rapport to play briefly 
with the baby doll and address the physician. There was evidence 
of considerable oral tension in spastic movements of the lips, 
chewing and sucking movements. It was learned that two months 
prior to the first interview the mother had taken the child’s bottle 
away from her when probably it was her last solace. It was also 
learned that the paternal grandmother had had (before the father) 
a baby girl who died at six weeks. This was a “pyloric baby,’ 
and the grandmother had come to look upon the little patient as 
her own child—in fact, always referred to her as “our baby.” This 
case will be further elaborated upon when therapeutic approaches 
are considered. 
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The duration of treatment is determined by the severity of the 
illness and often can be evaluated only after several interviews. How- 
ever, parents very early urge the therapist to give them some idea of 
the length of time and financial responsibilities involved. Many tagtors 
need to be considered, and clinical experience cnables the therapist to 
make an approximate evaluation. Interviews usually last fifty Or fifty: 
five minutes, and it is necessary to stress the need for promptness tor 
various reasons, an important one being the complications which arise 
from an overlapping of successive interviews. In his contact with ieee 
child who seemingly takes his time, a patient is likely to make hose 5 
remarks, such as, “Look at the funny boy.” Furthermore, sibling-rivalty 
problems find expression in attacks upon younger or older children 
who serve as substitutes for the sibling. 


Surveying a large number of cases, it is significant that while a 
problems for purposes of classification fall into a relatively small numb® 
of categories, there is an impressive range of variations of individua 
responses which makes it imperative to evaluate each case on its woe 
terms. The tendency to fit all cases into a universal pattern may Se 
in one’s becoming oblivious to significant individual differences. eae 
ing and synthesizing observations and historical data at each sessio 
minimize to a great extent chances for inaccuracies. 


(f) THE CONCEPT OF CONFLICT 


For most schools of psychiatry the problem is the outcome ofa gon: 
flict between psychological forces. The nature and interreaction = 
these vary with particular schools, and, consequently, the therapeu?” 
approach; but the concept of conflict emerges through the difference 
Allen, 1 on the other hand, views the therapeutic experience as one in 
accelerated-growth, especially in the beginning phase of therapy- Laer 
a certain number of cases, particularly those of young children, appr on 
to be the result of delayed emotional growth and failure of individuate™ 
due to maternal attitudes, there are many cases in which dynamics an 
considerably more complex. 


When it is possible to follow the emotional development of yous 
children, it is obvious that conflicts may arise very early between th 
child's instinctual cravings and the demands that are put upon ma 
all quite apart from the process of growth. That this conflict woul 
hinder the growth process is all too obvious, since retreating into the 
state of infancy would enable the young child to live in a world ° 
relative but false security by avoiding painful experiences met in the 
reality world. This refers to a common defense mechanism. 
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__ Asa result of this emotional conflict, the child finds himself at odds 
with the world. One of the early, and most important, phases of the 
therapeutic process is the relief that the child experiences in the sharing 
of icelings and attitudes which he had previously not been able to ex- 
teriorize. All child psychiatrists are familiar with the expression of 
wonderment in the child’s “How did you know?” when the therapist has 
anticipated or put into words an explanation of what had before 
seemed to him bewildering and exceptional. The fact that the therapist 
seems to be familiar with sibling rivalry as a universal reaction or fully 
aware of and sympathetic to the curiosity of the child regarding sexual 
mutters, this fact in itself, as a sharing process, constitutes a considerable 


outlet for emotional tensions. 


5. a Brief Survey of Clinical Cases 

Probably the most common problem encountered in child therapy 
is anxiety in its many variations and combinations. In the young child 
the affect appears without any of the complexities seen in the mechan- 


isms of defense which operate later. 


A typical case, already referred to (p. 241) is that of girl E. R. 
Another example of acute anxiety, with different pathological 
manifestations, is that of girl M. H., first seen at the age of one 
who at fourteen months suddenly became afraid 
hroom and regressed completely in both bowel 
and bladder training. The child was able to express her need, 
but whenever the mother mentioned going to the bathroom she 
went into a panic, was tense, rigid, unable to pass the threshold, 
and shortly thereafter she would void or defecate in her clothes. 
The mother, a neurotic individual, had made a poor adjustment 
in her marriage and had not accepted motherhood, although 
neither had she made a choice about a career. Her uncertainty 
was reflected in her inconsistent handling and rejecting attitude. 
There was a deadiock in the relation between the mother and 
child, painful and frustrating to both. The mother said, “It drives 
me crazy.” This child was brought by her grandmother because 
the mother was ill. For several minutes she clung to her; then, 
finally interested in the toys, she made hostile gestures toward the 
baby dolls but promptly checked them, as if afraid of her own 
aggressiveness. When the physician made the baby dolls perform 
eating, voiding, the child became more daring in her hostility 
and asked for “more babies.” It was interesting to note that at 
home she did not want to play with dolls, was “jealous” of a large 
doll that had been given her and asked the mother to put it away. 
Before she left, the child allowed the physician to put her on her 
lap and the tension was considerably relaxed. During a play 
session with the mother present, the insecurity and anxiety of the 


year, ten months, 
to go to the bat 
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mother were brought out in her insistence and eagerness for the 
child to do and say anything “for the lady.” At that time the 
child had not voided for five hours and appeared to be in great 
distress. She refused, however, to go to the bathroom, clung to her 
mother and cried continually; and even with her mother she would 
not enter the bathroom. 


When anxiety precludes spontaneous expression in the play of very 
young children, as in the above case, behavior in the playroom may be 
the only index of the child’s conflict. Furthermore, the threat of sep- 
aration from the mother is so great that it is a question whether the 
child would benefit from intensive psychotherapy under conditions 
so traumatic. Added to the intense reaction to an unknown person and 
situation, there is often a marked disruption of schedule because of 
distances travelled; and these concur to make treatment difficult. Under 
such conditions, contact with the parents after one or two play sessions 


for orientation seems preferable and, in a majority of cases, brings goo 
results. 


With older children the picture of anxiety is usually complicated 
by mechanisms of defense, the meaning of which, as interpreted an 


the play, is more remote and requires finer analysis of the associative 
links. 


While compulsive features are often found in cases which are 
primarily anxiety neuroses, the typical obsessive-compulsive syndrome 
presents greater difficulties from the point of view of treatment. In his 
play, which is often stereotyped and ritualistic, the child is ©O™ 
stantly expressing his conflict in complex symbols. He is prone to fin 
a play theme which he uses over and over for long periods, and whe” 
interrupted is likely to become upset. Such a child may also insist on 
bringing from home a toy which has served the same purpose. Eor 
instance, an obsessive boy of seven years brought a child’s typewrite® 
on which for several hours he typed extensive arithmetical operations: 
Through this activity it was found that the figures he used had a see 
bolic expression in terms of his anxiety (obsessive fear of kidnappin8)* 


The aggressive child represents a special problem. As indicated 
under Research, the writer does not forbid all expressions of physic? 
aggressiveness. This is a matter of degree rather than total exclusio” 
It is important for the child to understand why he wants to attack the 
physician and what role the physician may be playing as an object o: 
his aggression in terms of the child’s own problem. Except for the ine 
pulsive aggression of certain children (often cases with an organic back 
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ground), it is so easy to prevent a child’s aggression that there need 
be no fear of dangerous consequences. 


In the course of treatment, aggressive attitudes are frequently de- 
veloped as part of the child's progress, but they also may be the cause 
of great concern to parents unless they have been anticipated and dis- 
cussed by the physician. The parents are told that the “good child” who 
is shy, inhibited (one characteristic of his illness), will later go through 
a phase of excessive demonstrations of aggressiveness and may do many 
things which they will not like or may interpret as a sign that the child 
is growing worse rather than better. As a rule, parents are reassured by 
the appearance of the predicted phases, though these attitudes in them- 
selves may be distressing to them. Similar warnings are given the parents 
about transitory phases of regression. 

In the case of a passive child, a more active role is taken by the 
physician. Interpretation of moods, silences, quiet gestures or total absence 
of activity, and the assurance that other children are also timid about 
expressing their feelings to a stranger—all concur to bring the child 
out of his initial timidity. 

The schizophrenic child presents a moot point in therapy. The 
majority of these children, being at odds with the outside world, through 
either lack of contact or destructive acts and antisocial behavior, are, as 
a result, generally taken to institutions for treatment. Furthermore, the 
parents’ neurotic attitudes in these cases are such that treatment in the 
office is often rendered extremely difficult. It is found that whenever 
the child can continue in his own home and be treated in the office, he 
retains a link with the reality world which proves to be a great asset in 
therapy. For weeks such a child may perform an apparently meaningless 
stereotypic gesture which suddenly becomes illuminated by association, 
be it mood or another gesture. 


6. A Typical Gase for Illustration 


Throughout this presentation the stress has been on the integration 
of all aspects of the child’s life, individually and in relation to his family, 
as well as in the play situation. While there is no need for a new ex- 
pression, it is found convenient to use the term “integrative method” 
to describe the technique used herein. For the purpose of demonstrating 
tne integrative method in conjunction with play therapy, the following 
case is fully described. 


Robert S., the second of two boys, began treatment at the age of eight 
years, ten months. He and his mother were first seen five weeks earlier, when 
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à ree inc this 
they were referred by the last of a long series of pediatricians. During 2 
i s P A i sis anı 
five-week period, the child was attended by a proctoscopist for diagnosis a 
treatments. 


Complaint: The child was said to take “only one meal out of five,” be- 
cause of persistent vomiting. He had no appetite. When the mother was = 
near him, he could not eat. (It was found later that the mother fed a 
dressed him.) The mother said she had to be with him “every hour.... 1 do no! 
let him our of my sight.” 


Feeding Problem: This problem began at four months, when the meter 
was ill with the grippe. The child was taken off the breast, and since a 
has had loose bowel and vomiting in spite of a variety of dicts. The need ae : 
diet, incidentally, was given by the mother as the reason why he had nera 
been away from her. The mother was tense, overanxious, aggressive. pe 
eering; and when she stated her final decision about bringing him for i 
ment, she said belligerently, “When I'm going to take him to a doctor, 
going to take him!” 


Although not mentioned at first, it was learned later (through both > 
child and the mother) that there were other complaints: restlessness ee 
inability to work in school, many fears (school, darkness, being alone, 
death, etc.). 


Family History: The father was described by the mother as a esis 
character.” He was the last of three children, very devoted to his wile, thena 
the mother said she had no real love for him and that she felt “cheated” 1N 
marriage. The father was a rigid individual, successful in his profession as an 
accountant. The patient feared him. 


The mother was the fourth of ten children (eight living). She had never 
been very happy. The happiest period of her life was when the older boy wa 
confirmed. In later contacts she recalled her own father's drinking and how 
she would go with her mother to saloons to bring him home. She had crying 
spells and was frequently depressed. She had wanted a girl after her first child, 
anq felt that the patient had made her “a nervous wreck.” She was miserable 
on the days the child vomited. Later, in a discussion of marital adjustment, 
she reported that she had never liked sexual relations and said, “I got btm 
to react so that he had premature ejaculations"—about which she felt guilty: 


The sibling, five years older than this boy, was brilliant, a perfectionist, 


shy and compulsive. He was then two years in advance of his age group, and 
later achieved considerable success in his law studies. 


Personal History: Pregnancy aud labor condit 
the maternal attitudes reported above. Weaning took place at about four 
months, and shortly thereafter a bilateral hernia was recognized. The psy- 
chomotor development was normal but “he talked late” (two years). since 
his birth the mother had felt that he might die. “I'd rather die.” He had 
mucous colitis in his early months, and at the time of psychiatric examination 
the mother still looked at each stool. He was trained “late” because of CO- 
litis. He had pneumonia and whooping cough at four years and a tonsillectomy 
between five and six years. He had an unexplained temperature for which 
he had frequent periods of observation at a number of hospitals where physical 


i r 
ions were normal except fO 
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findings were negative; and, finally, when the child was about eight years 
old, all pediatricians decided “there must be something psychological,” but 
the mother could not be assured. 


In connection with his high temperature the child brought out an in- 
teresting anger and frustration reaction (discussed later) which probably was 
a contributing, if not a determining, factor. While discussing the temperature 
the mother made the following remark: “After I tell you my story, you will 
feel that my unhappiness is the cause of this. I can’t feel that way.” 


At cight-and-a-half years (four months before he was brought for psy- 
chiatric treatment), the child had an appendectomy and bilateral herniotomy. 
Following the operation he was seen by a pediatrician who did not put him 
on a special dict, and the mother acknowledged that he was “not any worse off.” 
The mother lost her temper over the child's refusal to eat and repeatedly told 
him she would rather see him dead than go through all the trouble she had 


with him. 


At the time of the first examination the child was on a special dict of 


” foods. The mother supervised his play, and when she felt he 
She took his temperature and his weight 
larming remarks before him about his 


“nourishing 
might be overheated she called him in. 
several times a day. She freely made a 
health. 

e but did not progress in school 
also lost considerable time daily, 
d painful process) and for 


The child was of very superior intelligenc 
and was said to be restless and inattentive. He 
because of his noonday meal at home (a long an 
various examinations and treatments. 


The treatment, over a period of three years, consisted of fifty-four hours 
with the boy; also ten hours with the mother, the latter at irregular intervals 
determined by the mother's own tensions or the need for discussion with 
physician, at physician's request. There were several check-ups, the last one 
when the boy was sixteen years of age. At that time he was well adjusted 
in his family and with boys and girls outside; his school average was 92; he 
was very good in athletics, independent, and his plan was to become a dentist— 
a professional choice of great interest in the light of his earlicr problem. 


o be well developed, well nourished, 

a constant masturbatory motion. 
ce from the window, and he 
at some burning wood might 


ignite the tank, burn the neighboring building and then the city. He wanted 
to know if a city ever could be totally burned down. There was much compulsive- 
ness about his questioning. He made drawings of people, among them a mother 
without arms, which the physician promptly pointed out to him indicated 
that there were things he did not want the mother to do. It was in this con- 
nection that he told the physician his mother called him in and took his 
temperature whenever she saw him running too fast. Then he would have to sit 
on a chair, ten or fifteen minutes, until his temperature became normal. This 

ked his mother and himself. He 


made him angry, and he sarcastically mimic 
particularly resented being taken away from baseball, of which he was very 


During the first interview he was found t: 
over-dressed, pale, restless. There was also 
His first remark was about a gas tank he could si 


expressed a great deal of anxiety as he fantasied th 
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fond. He also reported that whenever he went to the bathroom his mother 
weighed him before and after, and he had to make up the loss in urine and 
feces with milk. (Recall mother’s having mentioned temperature- and weight- 
taking several times a day.) 


The mother was seen following this interview. It was recalled to her thar 
several reputable pediatricians had emphatically declared that the child 
did not have any organic disease. It was recommended that she take gis 
temperature not more than once a day, that the child be given freedom 1N 
play and not called away except for meals or homework. In a thorough dis- 
cussion of attitudes toward feeding, it was found that the child was taking 
at least twice the amount of food necessary, also that the mother had had 
the habit of cooking a double portion of each special meal she prepared for 
him; so that whenever he’ vomited, the second portion could be used to replace 
it. Several times the mother had even forced the child to eat his vomitus and 
constantly used this as a threat. It was suggested that when the mother was 


disturbed over the child’s failure to eat, she should get in touch with the 
physician. 


Shortly after this interview with the mother another was again requested, 
when the physician attempted to gain an understanding of the factors de- 
termining the mother’s own attitude toward food. The mother recalled that 
she had always been depressed and did not know what it was to be happy 
She had worked since the age of nine or ten and had had a very “deprive 
childhood” (food and love deprivation). The second pregnancy, i. €» the 
patient, had been planned to help the mother’s menstruation when she Was 
depressed and the menses very scant. It was obvious that this was more than 
a feeding problem, although this complaint together with the “unexplained 
fever” had been the mother's foremost concern for years, She stated, “That 
temperature for years drove me crazy.” She feared he might collapse, that 
someone would bring him home dead. Having brought the child for treatment 
after many hesitancies and changes of mind, she could accept recommendations 
made by the physician on the basis of complete transferral of responsibilities 
and stated: “Now I feel that if he collapses my conscience is clear.” Another 
very significant pathological finding was brought out as the mother stated 
that when the child was not nervous about his food, she herself became more 
nervous. “It relieves me to shout at him and get excited at him.” After what 
she described as a terrible scene, the mother cried for a long time and the 
next day she felt relieved and quiet. It was also brought out that the child had 
many fears (among them the fear of staying home alone), a complaint not 
previously formulated by the mother. She also reported that there had bee? 
a scene at noontime when, placed before a “special” meal, the child had Te- 
fused to eat. “I cursed him, I wished he were dead. I really didn’t mean it, 
but I said it. I told him he would have to eat his vomitus if he dared t° 
vomit, then cried the rest of the afternoon.” (Later it was learned that the 
child had eaten his food but had vomited at school and had been sent home) 


Several more hours were spent with the 
treatments, allowing her to express her anxi 
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physician did not object to her decision but recalled the long history of 
negative findings, she no longer interfered. 

Meanwhile the child brought out freely, in early recollections, dreams, 
drawings, and stories, his intense anxiety, related principally to cating. Fear 
of death (self and family), the death wish toward father and mother, the 
strong unconscious wish for the mother and rivalry feelings toward the father 
were also brought out. The content of the interviews for the first half year is 
briefly summarized: Dreams of catching criminals, (“I like those dreams, 
they're spooky.... bad dreams.”), of school being held up, robbers opening 
the safe, the patient catching them and getting the money; and a recurring 
dream since the age of five about the father and mother dying. When he had 
such bad dreams he got up and went to his parents’ bed and got “almost 
crushed.” 

He said he ate better when on school picnics “because the boys laugh.” 
Eating was clearly associated with death: “Eating keeps you alive, it’s a great 
thing. My mother forces me and it makes me nervous when I am forced.” 
There was a formulation of the mother’s rejection, as in “People say that 
girls are better. My mother says they are better, they help you; sometimes they 
eat better.” He also talked about actual events and began formulating his 
hostility toward his mother. He told his likes and dislikes. For instance, he is 
very fond of baseball, in which he cannot participate freely because of his 
mother. He dislikes most “sitting in a chair.” (This was associated with check 
on motor activity, tempcrature-taking, etc.) There were innumerable draw- 
ings, made at home as well as at the office, in which hostile fantasies, ad- 
ventures, exploring were depicted. The hostility was interpreted and sexual 
curiosity brought out. In expressing his feelings toward his brother, he re- 
vealed that being near him was physically unbearable to him—which would 
indicate a strong homosexual trend. When explaining why he went to his 
parents’ bed, he said, “I wouldn't sleep with my brother, I would have my 
insides turned out.” 
Approximately three months after the beginning of treatment, the mother 
decided to give the child a key to the apartment; then he could stay at home 
and she no longer had to be tied down to wait for him. At this point the 
mother said, “I know you have done that; he can be alone in the house now. 
It gives me some time away from him. It will be better for both of us. The 
mother said: “I know you have done that; he can be alone in the house now. 
emphasized that her ambivalence forecast future difficulties. Indeed, the 
mother’s need of the child's illness was such that his improvement was also 
a threat to her. Two months later she was debating whether orthodontic work 
which was needed should be selected in preference to psychiatric treatment, 
She felt, and in that was supported by the orthodontist, that an improved 
occlusion would solve the feeding problem. The father was helpful in this 
connection and insisted that psychiatric treatment be continued at all costs. 
After some hesitancy the mother decided to carry out both techniques. 


Between the sixth and the seventh months after the first interview, 
drawings, stories, and verbal content indicated the trend toward an increase 
in independence and freedom from anxiety, and also came closer, gradually, 
to actual problems, as indicated by a drawing at the end of that period which 
showed a mother calling her son to supper. Drawings during that time were 
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more dynamic, stories were concerned with anxiety and sadistic fantasies: fire, 
death, food themes. Two drawings are selected for their significance: One 
shows a father and mother walking out, the boy running after them, with the 
legend, “Wait a minute...” “O. K., son.” The second drawing shows a boy 
swimming, with the legend, “Help! I can't swim. Hurry, if you are going 
to save me.” A story at that time was also interesting. The fantasy was about 
a family in which there was a boy, identified as himself with a brother three 
years old (reversal of sibling position); thus he was “boss,” took the place of the 
father (interpretation and discussion). Besides, the mother would baby the 
younger brother instead of him. “That'll be good.” He went on to say that 
the mother left him alone at outdoor play for several hours. 


Between the ninth and tenth months, the mother became very restless, 
exhibited excessive thinking about the boy. When at the movies she could 
think only of him. She worried “because he likes to play football and baseball 
instead of going to the movics with me.” About this time, when the boy des 
cided to join a boys’ club, the mother said, “I don’t like that so much, he wants 
to be away from me.” It was then that the mother recalled how over 4 perio’ 
of years she had made sure he would eat. “I was in the habit of cooking w> 
meals for one, so that if he vomited I could refill him right away.” The mother 
was also concerned about the possibility of being pregnant, but a gynecologic 
examination showed this to be incorrect and hormone treatment was institute 
for the amenorrhea. It was not possible at any time to bring the mother hersel 
for psychiatric treatment, although the need was obvious. From time tO time 
the mother would go into a panic. For instance, after running, the child bg 
once found to have a temperature of 102. The mother said, “I nearly gen 


I saw everything black. I thought, maybe he has an overlooked rheumatic 
fever.” 


During the tenth and fifteenth months the child became disobedient 
This was the mother’s interpretation of his having refused to put on an extra 
sweater. She said, “He might get cold and die.” The child defined his attitude 
toward his mother as “I am not so afraid of my mother, I can talk tO her: 
He also rebelled against the four large meals and four gmas of milk which 
the mother insisted that he take. He wrote plays about a brother and sister 
Billy and Betty, and it is felt that Betty was an acceptable substitute for 
love fantasies, the object of which was the mother. There were dreams which 
brought out fear of castration and a clear-cut Oedipus complex dream: a) p 
was playing in a pool with his brother when his finger was cut off, and 
two pieces were put together again by his brother. (2) He and his mo 
went to the movies, found thernselves on a bridge, the bridge collapsed, then 


was built again, and he and his mother were on the bridge. He reported 
he called his mother because he was quite upset, but madë special mentio” 
of the fact that he did not tell her about the dream. (3) There was another 
dream in which the father, mother, and brother were. dying and he wondered 
anxiously “What would happen if I was an orphan in aH orphan asylum?” 
Actual fears were practically nil and his teacher remarked, “What's come over 
Bobby?” because he seemed so much at ease and could do his school wor 


ther 


From time to time concern about sex presented itself and he revealed 
impregnation fantasies which he had had for a number of years. About a year 
8 t 
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after the beginning of treatment he came in, saying enthusiastically, “You know 
I have good news, I saw a baby kitten born. When I saw it, I thought, Dr. Despert 
will be glad to know it.” He seemed to want to reassure himself that birth 
really took place as he had seen it. He wondered why his mother had “lied” 


to him. 

During that period (fifteen months) the mother felt more threatened as 
improvement continued. She described herself as “in a terrible nervous state.” 
She had obsessive thoughts about the boy and could not keep her mind 
on anything. 
he related a number 


During the period from fifteen to eighteen months 
anxiety about birth 


of dreams in which the identification with the mother, 
between having a baby and vomiting were clearly ex- 


ild could obtain insight into his associations. Briefly, the 
associations were: “I dreamt my mother went to a doctor and the baby couldn’t 
come out.... I hear lots of people die from having babies.... My mother 
is so upset when I don't eat, gets sick right away... I wish I was 
twenty-one, I would be of age; then she wouldn’t boss me.... You are a life- 
saver!.... You almost saved my life when I was so nervous.... When I talk 
to you I feel relieved.” When physician asked him where he had put his hand 
as he said “relieved,” he answered, “My stomach; because sometimes, when 
I don’t feel well and the doctor asks me, I put my hand on my stomach and 
I say I feel relieved.... Oh, I know! A baby!.... my vomiting! .... I swear 


I didn't think of it before.” 


and the association 
pressed, and the ch 


Two years after the onset of treatment, when the child was seen at longer 
intervals, he said that he could “kid” his mother. He reported that when 
his mother had cursed him he had answered laughingly, “One day your wish 


will become true, I'll drop dead.” 


It is interesting to note that at this time 
that “his mind could be affected" by what sh 
is my only outlet. Then I feel relieved after I say t 


the mother expressed surprise 
e had said (death wish). “Tt 
hat to him.” 


For a brief period, while he was working out his relation to his mother 
and becoming independent, self-reliant, and more aggressive, he drew many 
pictures of Superman and baseball games, reported a dream about people 
crying over a “good” man’s coffin as he lay dead. His mother in particular 
was crying over poor cating, vomiting, and she thought the “good man” 


was her husband. 


Shortly after this period, when the boy was twelve years old, he went to 


a camp for the first time and “got all the medals.” When seen for a check-up 
after this first camp experience, he reported, “My mother still yells at me. 
She docsn’t bother me, I am past that stage.” When seen for a check-up a year 
later, he had again enjoyed the camp experience and the mother was somewhat 
less upset about him because, as reported by the child, “I was the biggest eater 
at camp at my table.” From time to time, throughout the treatment, a portion 
of the interviews were spent in having the child recapitulate his previous 
A similar survey was attempted with the mother, though with less 
iew, in the latter part of the second year, she 
1 tie-up with the child. She 


reactions. 
success. During her last interv 
did get some insight into her morbid emotiona 
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recalled, “I always knew ten or fifteen minutes in advance when Bob was 
going to vomit. I felt it.... He might be in another room.... Suddenly I had 
a pang.... I felt sure he was vomiting.... He was.” 


š i i t 
At the last check-up, when the boy was sixteen years old, his adjustmen 
was good, as reported above. 


In this case a very neurotic mother, who had had a deprived childhood 
and a frustrating marriage, was working out her neurotic problem through 
her child. The rejection of this second child is obvious. The child’s play 
expression, while significant in itself, threw a light on interfamilial relations 
which had to be understood before attempting treatment of the child. se 
of approach and a sense of relative security thus gained by the mother enable 
her to be less resistive to the child’s treatment. The mother, who did not 
accept thorough-going therapy for herself, could at least transfer her Te- 
sponsibilities onto someone else. This was the first step in therapeutic progress: 
The child was able to achieve emotional independence through his expression 
in the play situation and through insight gained thereby. 


7. A Consideration of Psychodynamics and Therapeutic Method 


There is hardly any need to review the mechanisms involved in the 
therapeutic situation, since they have been presented above in con 
tion with research. The treatment in one clinical case is fully describe 
above to illustrate the method. The need is again stressed for integra 
tion of the material brought out in the play, information secured from 


the parents, and the awareness of emotional attitudes gained by both 
child and parents. 


From the point of view of treatment, the most significant factor 1 
probably the act of sharing. It is usually the first time that the child has 
found himself in a position where his feelings (up to this time but 
vaguely perceived by him) are not only made clear to him but also 4 
cepted by another individual without the burden of guilt. The freedom of 
expression which he experiences and the realization that his problem 
is far from being unique, provides great relief. 


With regard to content and the formulation of interpretations, it a8 
the method of this writer to deal with “first things first.” The chil 
can more easily accept the interpretation of motivation which is close 
to the actual expression. He will eventually bring in the associations 
that make it possible for him to accept the meaning of deeper (un- 
conscious) motivation. While the death wish against a father or sibling 
may be obvious from the first interview, the intervening links which 
may spread over a period of weeks are needed before the child ca" 
accept the interpretation and prevent the blocking of significant 
expression. 
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Regarding interpretation, in line with what has just been stated, it 
must be recalled that intellectual understanding differs considerably 
from emotional grasp. That which he is emotionally ready for the child 
can accept intellectually and as part of his general experience. A classic 
illustration is the case of a boy who, at the age of six years, was brought 
for a severe anxiety syndrome. In the anamnestic data, the mother re- 
ported that the boy had been given by his father (a physician) all neces- 
sary explanations regarding birth. He was superficially conversant with 
conception, labor, breast feeding, etc. Shortly thereafter it was found 
that the child had, among other symptoms, an obsessive fear of having 
a baby growing out of his breasts. He compared his breasts (rather 
large) with those of his older sister, sneaking into the bathroom when his 
sister or mother were there, to see if they were not threatened with the 
same development. 

The physician-child rel 
may also carry the danger o 


ationship, which is a therapeutic instrument, 
f creating an artificial milieu in which the 


child finds enough satisfaction to prevent normal emotional outlets in 
his family and other social groups. To a large extent the integrating 
approach, which keeps the elements of his reality world always present, 


minimizes this danger. 

It has been seen in the presentation of cases of young children (e. g., 
p- 241 girl E. R., aged just two years) , that parents are truly inseparable 
from their children. The parents are also called to play a greater role 
in the treatment of younger than of older children. The child’s treatment 
is accomplished not only by means of parental guidance but also through 
a therapeutic approach to the mother’s problem. In the case of E. R, 
for instance, it was pointed out that the child had not had the mothering 
that infants customarily have, and that mother’s essential contribution 
could be the mothering and cuddling of this two-year-old as if she were 
only a few months old. The physician warned that the child would take 
this business of being a baby very seriously and, consequently, would 
behave as an infant. 

Indeed, the first thing this child di 
bottle was to move her bowels in bed. She went to sleep peacefully for 
the first time in months, and to the mother the whole picture was a 
concrete demonstration of the child’s need. While the therapeutic ap- 
proach in this case involved complexities which cannot be discussed for 
lack of space, this typical sample suffices to illustrate the concept. 


As indicated above, in some cases the parents’ neurotic attitudes may 


warrant referral for treatment. In many cases, whether 
ctical 


d when cuddled to sleep with a 


be so severe as to 
because of the parents’ resistance to the referral or because of pra 
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difficulties, the total problem must be handled by the child’s therapist. 
This procedure actually presents some advantages. In the out patient 
department, for instance, where the mother is seen by a social worker 
and the child by a psychiatrist, there is sometimes a tendency on the 
part of the mother to use the necessary dichotomy neurotically. The 
unity of approach is a factor of security for the parents, and the child 
is usually not threatened by the interviews between his mother and the 
psychiatrist if his own relation to the psychiatrist is adequate and if the 
purpose of these interviews is presented to him as a means of giving his 
mother the understanding that he (the psychiatrist) has gained from his 
contact with the child. Conversely, in discussing with the mother per- 
tinent material brought out in contact with the child, sound judgment 
must be exercised in the selection of necessary items and the eranan 
of what is too much of a threat to the parent. The same principles app Y 
to the handling of neurotic parents as apply to treatment of neurotics 1P 
general. 


E * ok 


In presenting the subject of play analysis in research and therapy 
it has seemed pertinent to describe not only the play situation in eee 
to these topics but, also, to stress the significance of total individu 
reactions as they are manifested in the life experience of the child, pas 
and present, in his play and his dreams, as well as his relations to all the 
people in his environment. Analysis of a child’s play in this sense woul 
provide one means by which the child, whose integration is threaten 
by some emotional conflict, could recover his functional unity. 
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COMBINED PSYCHOTHERAPY WITH 
CHILDREN AND PARENTS * 


By FREDERICK H. ALLEN, M.D.** 


f ‘Therapeutic philosophy from which stem the procedures and tech- 
niques applied to a child and parent seeking help for their emotional 
entanglements becomes sound and valid when it is founded on an under- 
standing of the normal psychological growth process. The emotional 
and behavior problems in the child are growth problems occurring in his 
relationships with those who provide the structure in which he emerges 
as a separate individual. As the drama of the human growth process is 
repeated in the life cycle of every new born infant two universal forces 
are constantly in operation: the biological forces which move toward 
individuation and the social forces which mould and define the way he 
lives his individuality. Since life never exists in any form apart from 
life, these two forces, the biological and social, never can operate separ- 
ately. They work together and create the dynamic reality which is the 
growth process. In the setting of the family these two forces come into 
relation with each other. As the child grows he discovers his individuality 
and the family brings to bear upon the child the forces that determine 
how he can be an individual. Customs and attitudes impinge upon the 
child in his every day life in a great variety of ways, and as he begins to 
move about, they influence what he can do with the powers he begins 
to discover in himself. 

In the healthy growth process these force: 
other but come into a harmonious balance. The child discovers, with 
the direction that must be provided, how he can be an individual and 
at the same time have a sense of belonging to a group. In acquiring this 
healthy status, he has been able to surrender some of his individuality 
and the family in which he belongs finds ways of respecting and en- 


s are not opposed to each 


* For a more detailed discussion of the subject see: Frederick H. Allen, M.D., 
Psychotherapy with Children, W. W. Norton & Co., New York, 1942. 
>+ Director—Philadelphia Child Guidance Clinic. 


257 


258 FREDERICK H. ALLEN 


couraging, even while directing, the emergence of the differences which 
make every human being different from another. In this way the indivi- 
dual neither grows in a vacuum, separate and isolated, nor does he be- 
come a mere precipitate of the forces that impinge upon him. 


The problems that occur in children involve the conflict pi 
these forces. The causes of a behavior problem never exist just ın oe 
child any more than they exist just in the parents. The nature of eh 
particular problem becomes clearer as we understand how the conf = 
has developed. Such understanding enables us to lay the foundation © 


a therapeutic program designed to bring the individual and his family 
into harmony with each other. 


In therapeutic work our concern cannot be focussed exclusively 9 
what has caused a problem, but more on the values and strength H 
reside, both in the individual and in the family, and on how they a 
be brought into harmony. It is so easy to become preoccupied and 5 
sorbed in the more negative focussing on what has gone wrong, god ae 
lose the perspective that comes from the more positive emphasis on W : 


t 
can be made right by a more effective mobilization of the strength tha 
exists in both parent and child. 


In this discussion I want to use some case material with two ab 
tives in mind—one to illustrate how a problem arises out of the eee 
between the two forces just described and secondly, to emphasize r 
importance in therapy of utilizing and mobilizing the inherent strengt 


. t 
in the family to assist and support the child in the change brought abou 
through his participation in therapy. 


The problem in this eight-year-old girl was described by the mother 
as follows: 


“My little girl was born with a spastic colon.” With this opes 
ing statement the frightened mother made her first move tO Biy 
help for a problem that had been treated medically from an ema 
age and for which no physical cause could be found. Six mon ce 
after being advised by her physician to come to the Child Guida” 


Clinic she is impelled to this step by the child’s refusal to g° 
school. 


Starting with the emphasis on the spastic colon the mother 
unveils a picture of an anxious, fearful, isolated child engage 4 
a struggle against any new experience. The child’s withdraw? 
from the group, her lack of friends and unwillingness to 89 -e 
parties, her constant demands for restatement of the mother’s 1o¥' 
associated with fears of the mother’s death, presented a picture 2 
a neurotic child entangled in a relation to a mother who saw 10 
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the child the mirror of her own unhappy childhood. The child was 
very much a part of herself: when she said, “The child never wants 
to leave me,” she epitomized both her own attitude and the basic 


problem they had together. 


This problem can now be restated in terms of the opening discussion 
of the two forces that operate in every growth process. Two people, child 
and adult are caught in their efforts to achieve individuality. The moth- 
er, representing as she does a directing, moulding, and thus a socializing 
force was unable effectively to exercise this influence because the child 
was so much a part of herself. The child, as she awakened to the reality 
of her own individuality, struggled against it and sought to retain the 
more undifferentiated state of infancy, to deny being an individual dif- 
ferent from the mother. 


For both mother and child growing up meant death; for the child 
because it meant giving up the safety of infancy and allowing differences 
from the mother to emerge; for the mother because it meant the break- 
ing up of the more total responsibility she had assumed. She had been 
unable to risk the child to her own living and to her becoming responsi- 
ble as an individual. As long as this deadlock existed the mother could 
not make any effective use of her role as mother to direct and influence 
the evolving individuality of her child—and the child was blocked in 
her growth toward more creative expressions of herself through the 
ve and neurotic control the mother was exercising. 


lows that the therapeutic program will include both 
child and parent. The core of the problem for which help has been 
sought is the lack of differentiation so essential in a parent-child relation. 
For the child, the problem was how she could achieve a readiness to be 
an eight-year-old girl through a more responsible use of her efforts, 
guided and directed by the help she needed to take from others. For the 
mother, the problem was how could she allow individuality to arise in 
her child while fulfilling the mother role which requires directing and 
limiting the unfolding responsibility in the child of her creation. 


negati 


Naturally it fo 


The therapeutic problem presented by this child to the therapist 
involved: 
with her as the first step out of the tightly 


1) Establishing a relation 
hich she was held and to which she was 


bound up life situation in w 
clinging tenaciously; 

2) Helping the child bring into this new and unique relation the 
struggles and fears that were the behavior manifestations of her problem; 
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3) Helping her to move away and eventually end her relation with 
the therapist as she and the mother incorporate into their new way of 
living the values they are being helped to find through the experience 
they are having together in the Clinic. 


In the sense that therapy is a growth experience for a child, this can 
be for this child an opportunity for self-discovery. It will not take place 
easily—the struggles and anxieties that have marked the developmental 
journey to this point will be reactivated in the relation with the therap- 
ist. His role will be determined first by his understanding of the problem 
and then by the various uses the child will make of him as she seeks tO 
fit him into her needs. The dynamic relationship will be held in the 
steady role the therapist can maintain around the struggle of the child. 


The structures set up to help this child and mother contain impo 
tant factors that give significance to all they do in the clinic from ee 
very beginning. The problem concerned both parents and the child. The 
mother who in this case had the greater involvement and concern ya 
an integral part of the whole therapeutic journey. After a long perio 
of uncertainty she reached a point where she was ready for help. Then 
the child was included, and in each of twenty clinic visits. they pom 
together: the mother worked with the case worker and the therapist ha 
separate interviews with the child. These interviews, lasting forty-five 
minutes, began and ended at approximately the same time. In this way 


i f, ae ic 
the parent had an integral part in what the child did in her therapeut 
hours. 


The mother had greater anxiety about this child than did the fath- 
er, who was inclined to minimize the importance of her difficulties a” 
took the attitude: “She would outgrow them.” He was more concerne 
about their boy who was making aggressive efforts to be independent 
and had developed a resentment toward the father’s efforts to contro 
and direct him. As we learned more about the family constellation 1t be- 
came clearer that the girl and her mother made up one facet of the fanr 
ily and the father and the son made up another. The problem of the 
girl was rooted in this family constellation. 


The mother’s first visit to the clinic was not a precipitate move- It 
was made after many months of uncertainty. Giving up the efforts ad 
treat the stomach ailments meant facing her own involvement in th/§ 
girl’s problem, and that was a difficult but significant shift to make- 


She was better prepared to take this step and sustain it through twe?” 
ty-one weekly interviews by what she was able to do between the first visit 
to the clinic and her second a month later. She had been impelled to take 
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the first step by the child’s refusal to go to school; in that visit she gained 
sufficient clarity about her next step to go home and get the child more 
settled in school. This was an important phase in the beginning reor- 
ganization of the mother in her relation to this girl. She discovered she 
could be a more beneficial influence in defining for the child some of 
the realities that were a part of her growing up. The mother felt guilty 
about this new assertion of herself because of her long orientation to a 
“sick” child, whom she was now forcing out of the protected nest she 
had provided. Clearing up the school issue enabled her to return to 
work on the real problem, with a beginning sense of her new value to 
herself and to the child. 

Now she was ready to include the child in the therapeutic journey 
she was embarking upon. The focus of interest from this point on was 
less on what she had done to create this problem and more on what she 
was ready to do about herself in relation to the problem in which she 


was involved. Including the child was evidence that it had a part not 


only in creating and sustaining the problem but an important place in 


the solution of it. 
The structure of the clinic procedure provides the way of doing 


this. The mother and child who have been caught in this undifferen- 


tiated relation come together for their clinic appointments. These two, 
mother and child, who had been unable to find in their living together 
how they could be separate but related individuals now embark on a 
new effort to achieve this goal. The therapist for the child and the case 
worker for the mother represent new influences in their lives; they sym- 
bolize both a hope for the new and a threat to the old. How they can 
apply these relationships to find more effective use of their potentialities 
for more normal living will determine the therapeutic value of what 


happens. 


The anxiety that ha 
brought into the open as mother a 
interviews. The child clung to the i i 
anxiety in this new relationship she had the opportunity to establish. 
The child’s problem now was to form a relation with this new person 
and still cling to the one she had maintained with the mother. The 
mother had the dilemma of risking her child, for whom she had felt so 

to the influence of another person while she retained and 
ht between two conflict- 


responsible, 
developed her own role as mother. She was caug) ; 
e to have the therapist take the whole job over, straighten 


ing desires—on i 
difficulty and hand her back cleansed of her fears, with- 


out the child’s 
out having to do much about herself. Another part of her fear was the 


d cluttered up their day-to-day living was 
nd child separated for their initial 
mother and experienced her first 
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loss of the child over whom she had hovered; she wanted to be a part 
of what the therapist was doing with the child and thus to retain her 
place in the child’s life. 


The mother, in facing these anxious feelings in her work with ms 
case worker, began to find a new confidence in herself that was reflecte 
in a new orientation with the child. She found in the case worker a pe- 
son who respected her as she was and yet held her to the job of becoming 
a mother and not just a protector to her child. The case worker pa 
the clinic needed what the mother had to give this child as she move 
along her journey of becoming a girl and not merely a precipitate. ‘The 
child’s change had little meaning and value if the opportunity for inte- 
grating that change into the family life was to be denied. So the miae 
who had had so much to do in causing the child’s problem now Began 
to find she had an important part in the child’s cure. This was a = 
and more responsible recognition of her value as a social force in the 
shaping and freeing of the individuality in the child. 


There is neither time nor need to go into detail about the proces? 
of change that took place in this mother and child through the use ami 
made of a unique social force the therapist and case worker Caen 
to attain a better integrated sense of their individualities. But @ = 
samples from the child's material will help to illustrate how change 
gan to come about. 


The first two interviews were characterized by a cautious, ae 
xious defensiveness on the child’s part. She was intrigued by bs 
opportunity to be anxious without having the therapist ensna 
in the control she had retained in her home situation through ‘al 
fears. She revealed the fear she had had about growing up a í 
told of the dangerous things that had happened to others, €- a 
fourteen-year-old-boy was run over when he crossed a street o 
himself. The emphasis she laid on this expressed her own gear 
leaving behind the safer realm of infancy. 


In the third hour there was a real waking up and she made a 
vigorous effort to gain control of this exciting but dangerous a 
venture. Instead of doing this through the neurotic use of pain oot 
asserted herself in a more direct way but in the dramatized role It 
an autocratic teacher. Thus she tried to become the ruling adv 2 
and sought to make the therapist a little boy submissive and domi 
inated by her will. For three interviews she stormed and demande 
instant responses—“You tell me how much one and one equals e 
I'll sweep you out of the room,” was a characteristic deman! 2 
this awakened girl who was trying to find what she could begi” x 
be in this new experience designed to help her. The therapist po 
vided a steady strength around which this storm raged. She we 

- — 
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beginning to find what her real strength could be in relation to 
another who was not swept into her control. So gradual relaxation 
followed as she found her way of being the eight-year-old, not in 
isolation, but in relation to one who while retaining his difference, 
was allowing and helping her to find her own individuality. 


As she developed more positive feelings in herself toward the 
therapist she did so in a way that maintained a connection to the 
mother. For example, she started to draw in her fifth hour. This 
represented yielding on her part—giving up the more controlling 
role and becoming the girl she was. But she made it clear that her 
drawings were all for her mother, to whom she would present her 
drawing at the end of each hour as if to atone for her having had 
positive feelings for anyone except her mother. She maintained 
this pattern until near the end when she assumed a freer owner- 
ship of her own desire, and drew a picture for her father, and final- 


ly made one for the therapist. 


All through the normal growth process we can see the operation of 
the basic principle of differentiation. The child discovers herself and 
her relation to others in each experience. Through the therapeutic pro- 
cess we see the same principle operating under the more purposeful and 
herapist can give. In this eight-year-old girl we can 
nature of her experience as she moved toward a 
an trace this through the shifting 


unique direction the tł 
see the differentiating 


better integrated sense of herself. We c 
attitudes she had toward her mother, her father, her brother, and her 


The central theme, however, in these shifts was the growing 


therapist. ; à 
ifference from all these central figures in her 


acceptance of her own d 
broadening world. 

pist to effect these shifts because the 
mother was an integral part of her experience and, while changing with 


her, gave meaning and support to the growing confidence the child was 
finding in herself. In this way therapy with children becomes a reality 
individual and the social 


as it utilizes both the strength inherent in the i the s 
forces that will continue to shape and direct the way the individual 


functions in a world of people and events. 


She was able to use the thera 


CHILD-ANALYSIS * 


By MARGARET SCHOENBERGER MAHLER, M.D. ** 


Child-analysis, compared with psychoanalysis of adult patients, on 
the one hand, and with psychoanalytic child guidance methods, on the 
other, has obtained relatively late consideration and limited acceptance 
and, in its pure form, is still a rather isolated and hotly contested field 
for the application of Freud’s concepts. This has many reasons, which 
will become clear through discussion of the historical development of 


psychoanalysis in modified form for children. 


Psychoanalytic therapy was instituted by Freud for the treatment. 
of independent adult patients suffering from neurosis. When Freud 
began to work with adult patients he discovered that neurosis always 
had its roots in unsolved childhood conflicts. Hence, attention became 
centered upon the hitherto neglected emotional development of the first 
five years of life, and upon the regularly occurring conflicts in child- 


hood. 

We may assume that nobody was more eager to obtain verification 
and amplification of the inferentially gained insight into the dynamics 
of neurosis at the site of their origin in childhood, than Freud and his 
first collaborators. Indeed, Freud’s analysis of the “Phobia of a Five-Year- 
Old-Boy” (1906) represented an attempt to apply the ney psychoanalytic 
method to children’s problems. This first child-analysis, however, was 
indirect. The generation of psychiatrists, contemporaries of Freud, who 


were used to dealing with adult patients, did not feel equipped to un- 
derstand the child’s language. The prerequisites for psychoanalysis of 
l d from the child. 


adult neurotic patients could not reasonably be expecte 


If obstacles stand in the way of application of a newly-won scientific 
method, it is customary to look for help in the field of neighboring or 
auxiliary sciences. Besides psychiatrists, another professional group was 

* From the Children's Service of the New York State Psychiatric Institute and 


Hospital. 
æ+ Associate in Psychiatry, Columbia University. 
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eligible: the pediatricians. They seemed to be particularly able to 
establish quick contact with their little patients and get them to follow 
readily their often painful and disagreeable prescriptions and treatments. 
Yet many years ago, a prominent American pediatrician in favor of 
psychiatric service on children’s hospital wards, stated the pediatric point 
of view: “We pediatricians are unable adequately to care for many 
children with behavior disturbances: 1) we lack the essential psycho- 
logical knowledge necessary to perceive and see the various factors Te- 
sponsible for the condition of the child. More specific psychological ex- 
perience and insight is required than we possess. 2) We have no ade- 
quate knowledge of means of handling those problems. 3) Finally, 10 
the rushing life, which we live, we do not have the required amount of 
time to give to children suffering from behavior disturbances”. . 
This statement was made at a time when, particularly in America, 
pediatrics had witnessed the coming of age of an efficient branch of the 
Mental Hygiene Movement: Orthopsychiatry. With his frank statement 
the quoted pediatrician humbly acknowledged that pediatricians ought 
to yield the area of emotional disorders of children to a group of doctors, 
by now better trained and equipped for treatment of such disturbances. 
However, I daresay that today as then in the first years of psychoanaly¥© 
research (in Vienna), pediatricians step aside for the same psychologic4 
reasons. . 
The pioneers in child analysis came from another auxiliary eer 
psychology. A professional group, the educators, were traditionally berte 
equipped to listen to the child, to understand his psychology and or 
guage. The pedagogues were a professional group accustomed to ge 
with the psychological aspects of the growing-up process (intellectu“ 
and emotional) , and they had habitually been much more philosophic 
and patient about gaining umspectacular, slow progress by great expert 
of time and effort with the children. Hermine Hug-Hellmuth, as ea" a 
as in 1913, applied Freud’s discoveries to work with children, but !™ 
attempt was still mixed with educational measures. In 1925, Anna “_ 
presented the modified technique of analysis with children, at t è 
same time when Melanie Klein was independently working out w 
child-analytic method. We wish to mention in passing that Melani" 
Klein’s therapeutic technique differs from the technique of the vien? 
school of child analysis, and that the theories on which she based her 
technique are somewhat divergent from the Freudian school of thought: 
However, the methodological modifications which Anna Freud worké 
out to make psychoanalysis suitable for the treatment of function? 
neurotic disturbances of children, are based 


choanalytic theory. entirely upon Freudia™ 
psychoana . 
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‘The primary indication of need for psychoanalysis for a child, as 
for an adult, is the presence of neurotic symptoms, increased anxiety and 
other clinical signs pointing to such a grave conflict that it can be pro- 
gnosticated as insoluble without direct psychiatric help to the child; 
that is to say, symptoms that would seriously impair his functioning and 
happiness as an individual and as a member of our cultural society. 


Let us recapitulate briefly the theory of the pathogenesis of neurotic 
disturbances: In the normal growing-up process the child gradually re- 
linquishes his infantile instinctual cravings. He wards them off and ad- 
justs them to the requirements of reality and society by repression and 
also by reaction-formation, undoing, isolation, reversal, etc. etc., in order 
to comply with the demands of reality and of his environment (parents) 
to avoid loss of love, and fear of castration. But only a part of the desires 
and impulses can and should be repressed. Another, indeed a consider- 
able part, ought to be sublimated, i. e. channelized into manifold reality 
adjusted and pleasurable functions of the ego: performance motor and 
locomotor function, play activity and fantasy, intellectual and other 
autonomous ego functions, should all be integrated in terms of object 


related socialization. 
Every normal child has to solve conflicts in the growing-up process. 


These conflicts first come into play between the child’s egoistic cravings 
and the interfering environment, and later on between the instinctual 
impulses and the super-ego (conscience) . Among the so-called normal 
conflicts occurring in every child’s emotional development, that of para- 
mount importance is the oedipus complex, which is connected with the 
Both consist of emotionally charged, regularly oc- 
curring interconnected infantile problems. The outcome depends on the 
environmental as well as constitutional setting of the individual child. 
Even if it were possible to create a standard family setting as an artificial 
laboratory situation, all evidence indicates that the solution and outcome 
of these typical conflicts in children would be greatly different, depend- 
ing on the difference in their constitutional stectNes That is ere 
normal and pathological solution of the infantile conflicts a rak 
the complementary interaction of constitutional and environmenta! tac- 
tors. This is one of Freud’s basic concepts, called Ergaenzungsreihe, 


castration complex. 


(supplementary series) - 


Child-analysis and psychoanalysis 
overemphasizing the accidental and environmen 0 
eurosis. As the afore-mentioned basic concept states, this 


psychoanalysis emphasizes the importance 
himself in the patho- 


as well have been/accused of 
tal roles in the patho- 


genesis of n 
is not so—on the contrary, 


of intrinsic, constitutional factors within the child 
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genesis as well as in the maintaining of the neurosis. There are children 
who are constitutionally more insatiable in the psychological sense than 
others, there are children who seem to have a constitutionally greater 
urge to motility, there are children who are constitutionally passive, and 
some who are constitutionally active, there are children who are consti- 
tutionally predisposed to anxiety. We might compare the different solu- 
tion of the oedipus complex in a constitutionally active boy and a con- 
stitutionally passive effeminate boy under environmental circumstances 
where, in a family setting, there is a stern punitive father, and an over 
protective mother. While oversimplifying the issue, it is very often ob: 
served in our clinical work that the active boy in the above setting will 
tend to overidentify with the masculine father, will take up wholesome 
sound or exaggerated rivalry with his brothers and classmates, leading 
to a later adjustment to the heterosexual partner, which is normally 
aggressive erotic and masculine. If this development is pathological, pe 
may develop a conduct disturbance, characterized by conspicuous anti- 
social aggressive behavior. The constitutionally passive boy of the same 
setting may withdraw, may give up or not even start to display a sou” 

degree of rivalry with his contemporaries and, in pathological cases, 
may overidentify with the mother with increased subservient and passive 
love tendencies towards the father. The constitutionally avid little gi” 
will not only meet difficulties in sharing love with her siblings but p°% 
haps, if not helped, may be unable to accept any substitute satisfactions 
in her adulthood for her exaggerated sense of deprivation. 


: The misunderstanding stems from misconception of the psychoan® 
lytic process. According to psychoanalytic theory, the constitutionally 
inherited part of the personality, the amorphous id (instinct reservoir), 
is for all practical purposes unchangeable. Hence the analyst’s therapeu 
tic effort sets in at the differentiated, changeable, and adjustable part 
of the personality, the ego. 


Losing sight of the concept of complementary interaction between 
extrinsic and intrinsic factors results in the mistakes so common in child 
psychiatry: 1) Preoccupation with the environment, especially the pat 
ents, plus the overoptimistic belief that every child with reactive Þe 
havior disorder can be cured by superficial direct treatment and simul- 
taneous adjustment of the environment, i. e. by influencing or treatment 
of “the rejecting mother”, by eliminating the castration threats of 3” 
overstrict father, and the like. 2) If a simultaneous, or previous enviro™ 
mental handling had proved ineffectual, a certain therapeutic defeatis™ 
may result as far as direct therapeutic cure of the child is concerned- 
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: Decision as to whether child-analysis or some other psychotherapeu- 
tic method should be chosen in a given case, will depend upon careful 
diagnostic procedures, which take into account after exclusion of somatic 
pathology, not only the nosological but also the psychodynamic, the 
structural, and the family diagnosis. As a resultant of all these diagnostic 
considerations we should be enabled to tentatively define what I would 
call the reversibility potential of neurotic symptoms and behavior traits. 


As far as the nosological diagnosis is concerned, we mention in pas- 
sing that the weakly organized personality of the child is not suitable 
for the establishment of so-called systematized (formal) psychoneurotic 
disease entities. We will meet much more often than hysteria or obsessive 
iffuse behavior disturbances whose nosological 


e entities in terms of adult psychiatry is impos- 
or behavior disturbances that will 


ng into formal conversion hysteria, 
urosis. 


compulsive neurosis, d 
classification into diseas 
sible. We will meet neurotic traits, 
harbor the potentiality of developi 
obsessive-compulsive neurosis, or character ne 
even the normal child, within a relatively normal 
ourse of his maturation process’ tempo- 
e attitudes, anxieties, transient phobias, 
sional temper tantrums, tics, and the 
athological symptoms. It is only 


Due to strain, 
environment, will show in the c 
rarily mild reactions and defensiv 
general muscular restlessness, occa: 
like which are hard to demarcate from p 
the quantity and duration of these signs, and their tendency to augment 
instead of to diminish that indicate pathology. We also must be 
aware of the fact that the desire for psychiatric help on the part of the 
parents will very seldom be commensurate with the severity of the child’s 
disturbance but will more often be dictated (conditioned) by the grade 
of conspicuousness and torment that the child's behavior represents to the 
environment. The solution of the normal infantile conflicts will succeed 
provided that 1) the child's constitution does not deviate too much 
from the norm, 2) that interference with, overstimulation, or frustra- 
tion of the infantile cravings is not too great, and 3) that channeliza- 
tion and outlets of an adequate portion of the child’s instinctual impul- 
ses is facilitated. If any of the three factors is disproportionate, the 
child’s ego will have a much more difficult task to mediate between his 
instinctual drives and the environmental interference (parents’ demands), 
and later on between his impulses, super-€go, and reality. From the 
point of view of indication or contraindication for child-analysis, our 
diagnostic eye ought to be focussed on deciding the grade of the devia- 
tion of the child’s behavior from that of the average normal child’s of 
the age group in question, and the duration of the disturbance. Both 
determine whether or not ‘what we called above the reversibility poten- 
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tial of a disorder is high enough, that is to say, has a fair chance to be 
cured by environmental adjustment or symptomatic handling. We 
should be able to evaluate tentatively whether the symptoms are amen- 
able to environmental and symptomatic handling before entering upon 
such deeply affecting therapeutic procedure as child-analysis. 


As to the psychodynamic diagnosis, I have to refer the reader to the 
chapter in this book: Ego-Psychology Applied To Behavior Problems. 
Besides the psychodynamic diagnosis, evaluation of the psychological 
structure of the case is of great importance. The structural diagnosis 
takes into account the age adequate integration of the child's a 
sonality in terms of the grade of differentiation into the three menta 
institutions: id (instinctual parts), ego, and super-ego. This will a 
us clues for deciding to how great an extent the instinctual conflict st 
plays between the child’s impulses and the interfering environment, or 
how far it is a prevalently internal struggle between the psychic institu- 
tions of the child. The latter generally is more characteristic of children 


i A Barat : : its 
after five years of age. The grade of internalization of the conflict and a 
reversibility potential are proportion a 


internal the conflict, the more the neurosis of the child is “his ow” > 


SSE ap a a z as 
and the less easily it will yield to environmental measures, as well 
other adjuvant methods. 


ate in the negative sense. The m 


The last diagnostic consideration for deciding indication or contra- 
indication for child-analysis deals with the intra-familial dynamics o 
the family unit. Why this last factor should play a decisive role upon po 
indication for child-analysis even though the factors relating to the child 


theoretically should be sufficient for indication, we will have to discus 
later. 


In short: Child-analysis in its classical form is not recommended for 
minor disturbances, nor for those whose rec 
reasonable probability through less deeply affecting psychotherapy and 
more economical therapeutic procedures, as far as effort, time, a” 
money are concerned. Guidance procedures on psychoanalytic basis a? 
other psychotherapeutic techniques may be indicated. If we decided 0? 
child-analysis, however, we do not gain by adding to it other methods: 
Neither is it advisable to apply simultaneous psychotherapy, or active 
handling of the mother, at least not in the beginning, and not by the 
same psychiatrist. In case of severe, fully developed infantile neurosis 
with low reversibility potential, child-analysis is the 
that is to say, the therapy that not only attacks sym 


in 
overy may be expected 1 


” 
“therapia magna > 
ptoms and replaces 


ê See p. 43. 
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parts of the pathological reaction pattern, but tries to eliminate the 
agents of the pathogenic process as well. 

The therapeutic goal of child-analysis concurs with the aim of all 
ds: restoration of mental health to the 
the case of the immature child, includes 
a most important additional aspect, 
ing personality-intergrating 


other psychotherapeutic metho 
child. Analysis, particularly in 
within this general scope, however, 


namely that of strengthening and consolidat 
forces so far ‘as to warrant not only the restoration of the child’s ability 


to solve successfully his inner conflict as it is, but to effect such structural 
change in the child's personality as to forestall danger of relapse in future 
conflict situations with which the strain of the growing-up process and 
perhaps difficult reality situation might confront the child. Also the 
means of child-analysis in achieving this goal differ in principle a great 
deal from all other psychotherapies. 

ms in the adult as well as in the child 
material conscious, no matter to which 


psychic institution the unconscious belongs. This is effected through 
interpretation of those pathological formations of the ego with which 
it wards off the instinctual impulse or its derivatives. By confronting 
the sound, mature portions of the ego through interpretations with these 
pathological formations, we gradually enable the ego to dispose of these 
defenses, so that the deeper unconscious conflict in its ramifications can 
be brought within the searchlight of the conscious. * By repeating 
this procedure and working through all the ramifications of the 
conflict, the more mature parts of the ego may correct the pathological 
attitudes and symptoms, and solve the conflict more successfully. 

m the adult who wishes to be cured of his neurosis 
lowing essential prerequisites: 

s to say, to ally him- 
forces that ob- 


Psychoanalytic technique ai 
at rendering unconscious psychic 


We expect fro’ 
through analysis the fo 


A) A conscious will of the patient to get V 
in working agai 


self with the doctor 1 
struct his adjustment in life. This imp 
rees to communicate his free associations, 


deliberate sincerety and truthfulness. He m 
for introspection as well as for expressing himself to a grea 


in verbal form. 


vell, that i 
nst the inner 
lies that the adult patient ag- 
feelings, dreams, etc. with 


ust have sufficient capacity 
t extent 


nt increase of tension, pain and 
ocess. He is expected to be 


B) The capacity to stand the transie 
s behavior outside the ana- 


anxiety in the course of the analytic pr 


able to a reasonable extent to control hi 


* Compare Fenichel. 9 
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lytic situation, not letting the analytic process diffuse into his life 
Situation, that is to say, to restrain his resistances from acting out 
beyond the boundaries of the analytic hour. His endurance of the 
possibility of exacerbation or increase of his symptoms is taken for 


granted, all that for the rather intangible future premium of getting 
well. 


C) The adult patient, suffering from neurosis, is apt to form a trans- 
ference neurosis which depends on 1.) a certain amount of unsatisfied 
infantile wishes, 2.) the fact that his parents are no longer the actual 
and real objects of his infantile cravings, and 3.) on his capacity to 
form object relationships, through which the adult neurotic 15 
enabled to transfer his problems into the artifical analytic situation. 
Here, through his emotional experience and the interpretations of 
the analyst, who is impartial towards his inner conflicts, the adult 
neurotic is helped objectively to see his part in the conflict, so oo 
the mature parts of his ego can replace or straighten out his morbid 


mechanisms. Educational measures definitely have no part in adult 
analysis. 


Let us examine those of the enumerated therapeutic prerequisites 
that can be expected from the child, and those that cannot. The 
younger the child, the less inclination does he have to scek help outside 
of his family circle. The child does not come for help out of his free 
will, and only if he suffers from anxiety or disabling phobias, or sy™P" 
toms like tics which make him conspicuous to or different from his 
classmates, will he have any feeling of not being well and of vaguely 
wanting help. Even if realization of suffering is present and help eagerly 
desired by the child, especially against anxiety,—even then practically 
every child—from the small child up to the adolescent—will resent hs 
parents’ entrusting this kind of help to somebody else instead of tackling 
it themselves. Intellectually, he may understand that the doctor P®$ 
learned how to help children with their troubles but he has difficulty 
in accepting it emotionally. The child has no perspective of his ow? 
problems. The insight into sickness and the conscious will to scek help 
has to be replaced in case of the child: partly by a positive relationship 
with the analyst who offers him an alliance against his worrying OY get 
ting into trouble; partly by slowly alienating his soundly functioning 
and happily experiencing self from his behavior traits with which PE 
fends off unpleasurable emotions and anxieties. How this is done, W° 
will have to discuss later. The adult neurotic patient’s purposeful co 
operation furthermore is replaced in the case of child-analysis by infor- 
mative cooperation on part of the mother. The child is told about this 
informative alliance, and generally accepts it if he experiences our Si” 


— 
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cere effort to help him. This also replaces the initial complete lack of 
willingness on part of the child to communicate to the analyst pertinent 
events of his daily life, his behavior towards persons in his environment 
as well as his reactions to treatment. The informative alliance with the 
mother is indispensable also for getting material in order that we can 
supplement our evaluation of the specific forces operating in the indi- 
vidual child’s conflicts, particularly the forces responsible for the neurotic 
solution. Because of the relative weakness of his ego, we cannot expect 
the child to stand the additional tension which the analytic process im- 
poses upon him by lying on the couch. The child not only tends to dis- 
charge his tensions in the analytic hour in motility; but he carries away 
from the analytic hour a tendency to spread his emotions and other 
reactions outside into actions. Also, his reaction to interpretations adds 
important actual elements to, and tinges his usual general behavior at 
home and school, which, if it is described by the mother, we can recognize 
as transference reactions. We need them for piecing our material to- 

lives entirely in the present. 


gether. The child is not introspective and 
The past does not interest him. Even if his verbalization is unusually 


good, he cannot master the method of free verbal association, and has 
no intention of being sincere against his resistances. It takes a rather 
long time before he confides in us and tells us events in his life, especially 
if they are disagreeable. It takes time for the child to transfer his emo- 
tions to the analyst strongly enough to enable the child to endure the 
interpretations, and during the entire process of analysis the transference 
emotions have a tendency to turn back toward the original and actual 
objects—the parents. Even if good contact and a certain strong attach 
ment to the analyst develop, we will have to be aware of the child s pe- 
culiar, unconscious apprehension that by accepting the relationship with 
his analyst he may lose a portion of the affection of his original love 
objects, the parents. There is hardly a child-analysis in which this struggle 
against the transference does not play an important role and does not 
have to be dealt with. A practical example may illustrate this problem: 


as brought to analysis because of un- 
and overattachment to the father, 
crying spells and violent impulsions. In the course Re E, 
whenever his tension increased, he would run out o tt e ‘ i 
hide underneath his mother’s chair, and indirectly ask her ie 
some reassurance. Even though his relationship to me va y 
very friendly and confident, whenever the mother mon appea 
on the scene, he would dramatically exhibit his dislike an Hage 
of the analyst, would display spurious abuse, etc. T behavior 
was contradictory to the very fact that Pete, more than the aee 
child patient, was usually rea! me to the 


An eight-year-old boy W 
usual mood swings, passivity 


dy and even eager to co 
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analytic hour. This child came nearest to forming a so-called trans- 
ference neurosis. 


To demonstrate how in child-analysis, under favorable circum- 
stances the analyst's person fuses in the child’s mind with the par- 
ents, I shall describe another situation which occurred during 
Pete’s analysis. During summer vacation, which usually is a test 
for the carrying power of a child-analysis, Pete had to have an 
emergency appendectomy; immediately afterwards, he dictated es 
letter to his mother, urging her to teli me all about it, about his 
behavior etc. I offered to visit him. He refused—tore up my letter. 
After the reactive heroism of the emergency wore off, the mother 
wrote to me. Pete, going to bed, had put his penis between his legs 
and said, “Now I look like a girl, don’t 1?” Pete then wanted to 
know whether, if he were a girl and the same age as he then was, 
he would have hair down there? Then, after a moment of silgoesy 
he said: “I wish M. S. M. would die. I hate her.” The mother adden 
“I daresay he is wishing he could bury his head in the sand a 
forget all his problems.” A few days later, Pete’s mother, unawar 
of the connection between his former behavior and this, wrote ™ 
about the following happening: “Pete told me—the other morning 
—he dreamed I (the mother) was dead, and what a relief it in 
been when he woke up. Much later that day I heard him crying 7", 
his room and went up, and he said: ‘I don’t want you to be eed 
The negative component feeling of great ambivalence and the ceni 
wish towards the mother, the powerful rival in the father's a à 
can be more easily expressed towards the analyst. In the first ane 
tic hour after the summer, it was obvious how scared and at i 
same time how anxious Pete was at seeing me again,—I mi 
know his thoughts—I might be as ambivalent to him as he ite 
toward me. It is difficult to convey the emotional tone of oe 
when he found I was alive, well, and friendly, inspite of his w1s = 
His wish to eliminate the dangerous mother who stood in the ve 
of his important relationship to the father came so near tO d 
consciousness that he displaced it effectively to the analyst, as 
could then deal with it with less anxiety and guilt. Without oars 
plementary information by the mother, understanding of a vi 
important phase of this child’s analysis would have been very to 
ficult. Though Pete’s anxieties were great enough on the whole gê 
make him desire help through the analysis, in times of resistan 


he needed the support of having his father and mother come 
the office. 


A few hours later, Pete b fol- 


à rought into the analytic hour the he 
lowing fantasy? “The Qucen of England wrote me a letter” if 
said in a joking tone, “I should send her $50, she will kill me 1 
I don’t. I have only 73 cents”. (Why, how is that, Pete? She want 
to kill you? Why?) “I knocked an emerald out of her crown,” 
said laughingly, “so she is mad at me”. This fantasy, which further 
substituted mother and analyst by the Queen of England, opene 
up the deeper analysis of his guilt problem. 


E #8 
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For the lack of verbal free association we are abundantly compen- 
sated in child analysis. We have plenty of very valuabie substitutes for 
it in the use as analytic material of all productions and functions of the 


dramatic acting, competitive games, gymnastic 


child: Play, drawing, 
stunts, handy craft, story telling, continual day dreams, fantasies, and 


the like, are all our tools. We leave the initiative entirely to the child 
and, though we participate, we try to get the lead from the patient in 
order that we may avoid introducing elements into the situation not 


pertinent to the child. 


For exaiaple, Tommy, a nine-year-old boy, one day came, for 
the first time by himself, to the analytic hour; he was fifteen min- 
utes carly. He beamed with self-satisfaction. He had displayed 
apprehension to his mother about his coming alone, but concealed 
the fear from me. Without information I hardly could have guessed 
the situation. Tommy wished to play “monopoly” in a triumphant 
mood. I agreed, but before I got the game, he changed his mind 
and considered playing with the water pistol. (Yes, get it.) “No, 
I want to throw water bombs out of the window”. I did not object 
—but he made no move to do anything about this idea. Finally, 
Tommy returned to his first wish to play monopoly. 


Now,—such a little foreplay, trifling as it seems, is significant to the 
child analyst with regard to the child’s attitude in making up his mind 
as well as the sequence of production and the emotional tone. All this 
must be evaluated not only in the context of the actual life situation 
of the child but also with regard to the particular stage of the analysis 
and the emotional context within the analytic situation. It is not enough, 
for example, in this hesitant opening phase of an analytic session to 


a hesitant child who has to take his time to make 


guess that Tommy is 
a decision. It may mean a number of different things but in the middle 


of the analytic process it has a specific meaning. 


uation was quite different from that which 
you might gather at first glance. For hours before the quoted one, 
Tommy had played wildly with water bombs and the water pistol; 
he chose this activity unhesitatingly, and did so in a rather repet- 
itious fashion. In the hour which I related, he was in a stage 1n 
which a certain attitude had been shown to him by a summarizing 
interpretation, which was a working through of previous piecemeal 
interpretations. His essential mechanism, that of tempting danger, 
as revealed in his daily life, and in his attitude at play, had been 


interpreted to him as unconscious provocation of punishment. The 
instinctual part of the conflict, his deeply repressed erotic aggressive 
wishes could not yet be touched upon. In the period after that 
phase of analysis in which the emotionally strongly charged “tempt- 


With Tommy the sit 
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ing the danger” was worked on, a period followed in which the 
same problem came up but in a different manner, much less ae 
tionally charged (less cathexis) . The dropping ol water bombs een 
of the window yielded to ball play and pillow throwing games wit 
me, and the following trend of lantasics: ‘Tommy would want Be 
have pillow fights with me, but before throwing he would ask or 
“Are you prepared?” Vhis went on for a while, then 4 ommy on 
down on the {oor and began to fantasy: “When a group of A ce 
are in the yard, I could drop a water bomb in the middle of then 
and they’d be surprised,” he said quietly, without the usual er 
ment. We picked up the importance to him of whether one is P ʻa 
pared or surprised. Which did he like better? Tommy said, Some 
times I like better to be surprised, for instance, if somebody a 
me candy but if somebody wants to strike at me, I'd rather 
prepared”. 


Though the child does not voluntarily communicate introspectivo 
material, his play attitudes and his behavior betray much more EEEk 
than the adult would what goes on in the emotional area of his mIn4: 
If we learn to read the child’s emotional language, we are compensato i 
for verbal association by that very characteristic quality of chitare 
tending to betray their affects much more directly and immediately pa 
adults. Their emotional reaction is Wansparent. If they deflect the on 
pected and natural emotional response to a life situation, or to a pers? A 
we can immediately recognize that the original emotion agen 
change and, as Anna Freud described in her book “The Ego and 
Mechanisms of Defense,” we may trace it back rather casily. These 4° 
fects are immediate derivatives of the in 


i À the 
stinctual impulses. Study of Ak 
affects leads directly into the realm of the unconscious instinctual ¢° 
flict. It is just because of the im 


gs the 

portance of the affective qualities of ý 

child’s communications with us, because it never can be described on 
equately with word pictures and language that the intricacy and subt 


ness ‘of child analysis cannot be fully demonstrated; it cannot be a 
understood unless experience with living material supplements me 
theoretical grasp. Whereas in principle the theory of technique of an 
alysis is the same in the adult and in the child, that is to say, consists o, 
analysis of resistance to get to the unconscious conflict with its ramific® 
tions,—the procedure in its manner and details differs with shifting ° 
the emphasis upon certain details of the an 


3 z A i 
alytic technique in ch 
analysis. 


One important difference, as compared with adult analysis, which 
we still have to consider later in our discussion, is the difficulty, even 
impossibility, of eliminating certain educational measures in case of tPE 
immature individual, measures which are abolished as a matter ° 
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course in adult analysis. For child analytic purposes the defense aspect 
of behavior as reactive exaggeration of behavior traits has gained great- 
est significance. The conspicuous traits and attitudes can be easily singled 
out because their very quality of exaggeration and inappropriateness 
reveal their defensive character. The child’s defense attitudes are still 
relatively reversible, the forerunners of frozen pathological character 
traits in the grown-up. The sound portion of the child’s ego 1s gradually 
caused to face unsatisfactory elements in his behavior. These are partly 
derived from the unconscious conflict, and are partly unsuitable defen- 
sive measures against the former. They are used in the service of ‘fear 
of punishment by the parents or the super-ego, or to ward off the anxiety 
and displeasure connected with them. For that purpose the child is 
brought to alienate his sound self from those behavior traits. We can 
demonstrate to him that in the long run they cause him more trouble 
than he realized. This effect is brought about by interpretations. Inter- 
pretations naturally have to be given in quite different language and 
form in the case of the four-year-old child from those used with the 
school child, and still differently in the case of the adolescent. For 
let us take a rather usual phase in the treatment of certain 
arge quantities of paper, pencils, toys 
We may call this the grabbing period. 
ecific meaning of this sympto- 
adequate play or verbal 


example, 
girl patients: they try to grab 1 
and candy, and take them away. 
Before we understand the individual, sp 
matic acting out, we must delimit it by age- 


measures. 


Ruthie, a four-year-old girl, ; 
period of her analysis. First we observed the grabbing so that we 
may know as much as possi i 
context of other material gathered around t l 
child’s actual conflicts as well as in the analytic hours (play, etc.) . 
There came a period, in w. d us to read nursery 


rhymes to her;—when we ca 
old woman, who lived in a shoe, s 
didn’t know what to do. She gave them some 


i dly and put ‘em 
bread, and whipped them a pes oh te m e aby!” the baby, 


i eatest excitement exc il a 
she neant, was not put to bed, not whipped, and did have chona 
to eat. Again and again I had to read the old yoman mo 
in a shoe,” followed by her repetitious exclamation, “but gee 
baby!” Subsequently, she took all the dolls and toy anime A i 
could find in the office. She piled them into a carriage, prete 

to take along a very large food supply and 


all the children on a trip by train. We were 
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and a few adolescent boys will accept 
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them all, but particularly the baby. Her jealousy of her big sister 
and the larger children coming to the office became evident, and 
apprehension about being so small came to the fore more and 
more. She had the urge for hours and hours to ask for any toy she 
could possibly carry to take home. She wished to counteract by 
grabbing and hoarding as defense against her fear of being cur- 
tailed and left out. When the grabbing and hoarding was suffic- 
iently understood, we showed Ruthie in play and with repeated 
interpretation on the nursery rhyme level the meaning of her a 
havior: ‘Ruthie thinks the larger children prevent her having al 
the things she would like to have. She wants to take them. Then 
she would have them for keeps and the others wouldn't; but if she 
should take all the toys home, she and I could not have fun with 


Miem here in the office, and she would not like that either. Woul 
she?’ 


. There was, as you can see, no prohibition, reassurance, or cheer- 
ing up on part of the analyst. But the next phase showed that 
Ruthie started to discriminate, gain distance from her need 1o 
grab—she would take objects, and would loudly appraise: “There 
are so many of these little things,”—she could take one, couldn t 
she? There would still be enough. “This” she asked herself alouc- 
“No,” she answered, “this cannot be taken home, these are things 
that one may only borrow and must bring back.” 


In the case of an eight-year-old girl, Eedie, the detachment of 
her ego from her exaggerated behavior traits was carried out in @ 
way more adequate to the school child. With this type of schio 
age girl, during a similar acting out period in the analysis, We can 
be more on the level of sensible ego parts in conflict with her de- 
fensive attitude. When Eedie reached the stage in which she 
grabbed the analyst's equipment, sweets, etc., we found a language 
that she could tolerate, and with which she could actively partici 
pate in the process of gaining distance from the grabbing quality 
in herself. This trait—mind you—not from the point of view of the 
morale code, but from her own happy adjustment’s point of views 
had to be faced and modified. We called Kedie’s grabbing behavior 
“Greedy” which gave us the Opportunity to playfully personificate 
“Greedy” in our play and conversations. Her struggle with her in: 
stinctual impulse was thus brought nearer to her awareness. Bul 
on the other hand, it became evident that this greed had deeper 


motivations, and led directly into the center of her unconscious 
conflict with the mother. 


With the adolescent again, the interpretations as well as the analytic 
analysis. Most adolescent gitJs 
the reclining position on the 
have to take into account the 
y the relative weakness of ÞIS 
cts. In our interpretations WE 
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have to respect his relative strong need for defense, and we must be 
careful to find a middle course in which he may have the feeling that we 
give him enough support in his struggle against instinctual tension and 
yet we are especially watchful that the biologically necessary iaae 
of defensive measures against the instincts do not grow into pathological, 


deforming ego development. 

As a general rule, children do not tolerate direct interpretations too 
well, especially not in the earlier phases of their analysis; it helps a great 
deal if we advance interpretations in form of a story about another 
child—or a fairy tale, or a joke, or hint before we state them too directly. 
These indirect interpretations are accepted often with a sense of relief 
but still with full understanding of the fact that he is meant by the 
other child, and his difficulty is involved in the indirect interpretation. 
In other words, the language and our attitude has to differ greatly, ac- 
cording to the structure of the case in terms of age and the individual 
child, as far as interpretation is concerned. In child-analysis much more 
happens in the sphere of attitude and gesture than can be described by 


words. 


Going back to the que 
exercises deliberate restraint 


routine sense. By active educational m 
teract the forces that the child’s ego should be gradually enabled to 


muster against his defenses, but instead we would strengthen his super- 
ego, or else facilitate the premature internalization of the conflict. The 
exploration of the specific elements of the individual child’s instinctual 
conflicts studied through the actual conflicts in his daily life, and his 
specific defensive attitudes would become blurred and contaminated 
with extrinsic elements if we applied suggestion, irrational reassurance, 
or other educational measures. The situation somewhat resembles our 
diagnostic procedure in a complicated unclear somatic case. In the be- 
ginning of our exploration, we refrain from medication and will not 
prescribe drugs to abate fever, or even pain, before we locate the path- 
ogenic elements of the case in question. The same holds true as far as 
the child’s environment is concerned. We keep that area of the field of 
e from artificial elements as well. We refrain from changing 
] factors in the child’s life situation (school and home) 
e factors have furnished the complemen- 
neurotic traits. One of the 
sis is the maintaining of a 
lity is concerned, and 
is concerned. Even 


stion of educational measures: Child-analysis 
from strictly educational measures in the 
easures we would not only coun- 


operation fre 
the environmenta 
before we see clearly how thos 
in creating or maintaning the 
hnical difficulties in child-analy: 
as far as partia 
fantasy, etc., 


tary forces 


eatest tec 
middle course between passivity, 


activity, as far as participation in play, 
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with adult patients we often have difficulty in keeping track of and 
preventing trifles such as our tone of voice, or shading of our attitude 
from being used by patients as traits of their ego ideal. With the young 
child it is only natural that out of psychobiological need he looks upon 
our actions, attitudes, and words in terms of super-ego patterning forces. 
The ideal goal in terms of adult analysis would be to remain as imper- 


sonal as possible, and to refrain from educational measures as well as 
from any kind of partiality. 


But this attitude of a child analyst, in its exaggerated form, is con- 
trary to the very nature of childhood which leans and depends on the 
adult world. If any grown-up refrained entirely from partiality and 
educational measures, particularly in the case of the young child, he 
would set himself into such a diametrically different and even opposite 
position from other adults, especially the parents, that confusion and 
bewilderment in the child would result. That is to say, that the pre-school 
child in particular, but also the school child expects you to assume, and 
even forces you into, the role of a parent instead of the impartial ob: 
jective and friendly helper of his ego. 


Because the analyst does not condemn the patient's instinctual crav- 
ings, the adult neurotic is brought to recognize and accept their exist- 
ence, and helped through the analysis of defenses and other resistances 
to bring these contents into the realm of the ego. The ego thus is en- 
abled to make up for the arrested infantile stage of instinctual life an 
modify it. Under favorable circumstances the adult neurotic is brought 
to proceed to full adult Sexuality, that is to say, his pregenital cravings 
become reduced and integrated under the primacy of genital sexuality: 

There are in this area also principal differences in child analysis 
as compared with psychoanalysis of adults, which concern: 1) instinct 
liberation, and 2) super-ego alteration, It is evident that the plasticity 
go render the child a much more sult- 
alytic treatment; but the analytic pro 


A ig instint 
n the important facts that his inst 3 
i ar 


renunciation of certain aggressive Je 
are not only unavoidable but are an indispensab 
agent for the avoidance of two unwelcome products of instinct liberation- 
These unwelcome products would be: 


r . =e ation 
a) To render the child too liberal as far as instinctual gratificatio i 
is concerned and hence, unconforming; and thus to bring him secon 
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arily into conflict with his immediate or extended, social environment. 
This would lead to clashes with reality, * with or without such secondary 
conflicts which in turn would lead to abrupt and precocious internaliza- 
tion of the instinctual conflict and to premature super-ego development. 
Either or both would be a paradoxical outcome of a child’s analysis! 
The strictness of the super-ego—one of the main factors for neurotic 
disturbances—is not the simple resultant of the strictness of the parents, 
—on the contrary, only too often we see that very lenient parents who 
habitually refrained from prohibition of aggression, and indulged the 
child in his so-called self-expression, have neurotically anxious children 
with precocious super-ego development. We cannot go into discussion 
of this complicated phenomenon,—it must suffice to state that from the 
results of mistaken and exaggerated progressive educational attitudes 
we have learned that the child's ego is better off if in its weakest period 
it has the active educational support of the grown-ups in combatting 
unruly impulses; better off than when his ego is left too much alone in 
his struggle against his instinctual drives. The child’s infantile erotic and 
aggressive cravings usually find solid barriers in the environment through 
which adjustment of them in the described sense takes place. The normal 
infantile conflict first exists between the child’s instinctual impulses and 
the interfering environment, and only later on becomes an internal con- 
flict between the id and super-ego. If outside barricrs are lacking, the 
unruly instincts become much less manageable for the child’s ego, and 
the lack of outside help against them may result in premature displace- 
ment of conflict within the child’s own personality boundaries with pre- 
cocious, cruel super-ego development. 


b) If the analyst’s attitude seemed to the child incompatible with the 
ego-ideals, represented by his parents, it would add an additional very 
confusing factor to the anyway difficult formative process of his person- 
ality. All of us, who have dealt with problem children, know what an 
important role incompatibility of the two parental images,—especially 
if they are irreconcilably different—plays in bringing about the child’s 
neurotic difficulty. The analyst is certainly not supposed to add one 
more confusing and conflicting element to the individual child’s process 
of super-ego formation by his diametrically opposite attitude. The fol- 
lowing examples may illustrate the intricacy of the two afore mentioned 
points. 


A sector of the analysis of Ruthie, a four year old patient, shows 
how in child-analysis (by the way, we think, in all psychotherapy with 


* Sce: Ego-Psychology Applied to Behavior Problems, this volume, p. 43. 
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children) one has to take a middle course between instinct liberation, 
tolerance, and gentle prohibition. Ruthie demonstrated in an unusually 
transparent way how the child’s ego needs outside help against his in- 
stinctual drives. It demonstrates that if the adult, a psychiatrist, is simply 
passive towards indiscriminate instinct gratification, and amicably looks 
upon them as granted, he will become to the child a very strange grown- 
up who is either silly or one who does not know better, or, even worse 
than that, a dangerous kind of seductive agent of the devil, who is about 
to make him naughty and bad. 


Ruthie, the younger one of two daughters, was brought to 
analysis because of night terrors, fear of voiding, renewed enuresis 
after a long period of urinary control as well as for her generally 
anxious, withdrawn, and clinging behavior. She clung excessively 
to a well meaning but prudish and old fashioned nurse, Ethel, 
whom she minded much more than her mother, a very broad mind- 
ed, intelligent person, who, however, seemed to favor her first born 
daughter. 


After analysis had worked out with the child in play and fantasy 
her fear of “fire,” her preoccupation with “which things are break- 
able or unbreakable,” or, as she later put it, “hurtable,” as well 
as her need to make “naughty boys responsible for anything which 
Ruthie committed and which Ethel would have blamed on Ruthie 
—topics all of which pointed towards her preoccupation with cast 
ration fear and the difference between the sexes—we knew that 
we were approaching the solution of her disturbance around void- 
ing and the symptom of enuresis. The mother wrote to me the fol- 
lowing note: “Ruthie seems to be enjoying life. She is having 2 
field day about voiding. Wants to do it in cups, in the sink, in the 
tub, and the like”. A few days later, the mother wrote the fol- 
lowing: “Ruthie doesn’t seem so anxious to void all over the place, 
so I suggest now and then that the toilet might be a good idea 
instead. This she accepts without too much conflict, I think.” 


Ruthie’s indiscriminate urinary pleasure-hunting was a reac- 
tion to former prohibitions and anxiety, and, as you can see, was 
a transient phase in the analysis of the child, which Ruthie gave 
up easily after having been told gently by the mother that it might 
be a rather good idea to use the toilet bowl more exclusively for 
voiding purposes. However, another period in Ruthie’s analysis was 
much more dramatic and involved much more suffering on the 
part of the child. Ruthie, like most pre-school and school children, 
had to miss weeks of analysis because of common childhood dis- 
eases and colds. It is rather natural in such instances, especially 1” 
small-child analysis, for the analyst to visit and keep up the con- 
tact. Visits are very valuable also as far as gaining of additional 
data is concerned. I visited Ruthie that winter as often as I pos 
sibly could, also at a time when Ruthie’s analysis converged tow- 
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ards her masturbation conflict. That phase in analysis, unfortun- 
ately, coincided with a period of incubation with measles. (I wish 
to mention in passing that the bluish or flaming red exanthematic 
diseases like measles, scarlet fever, etc., give rise in most children, 
particularly in neurotic ones, to guilt reaction.) One day, when I 
went to see her, she again lay in bed and played cheerfully, messing 
up her bed clothes with the crayons which I had brought her as 
a present, as she had wished for them very much. I saw again what 
a fascination the red color had for her. In the middle ol our play 
she remarked on how Ethel would dislike the idea of the messed 
t. All of a sudden, Ruthie uncovered herself, spread her 
demonstrated: “See, I am 
and I rub it.” I was aware 
apprehension behind this 
been additionally tempted 


up shee 
legs and, looking at me intently, 
playing with my wee-wee, it tickles 
of the challenge as well as of the 
sudden display. Ruthie must have 
through the enanthema and the long bedrest to masturbate, and 
thus she was thrown into an acute conflict... I showed neither 
surprise nor condemnation, but calmly stated that I knew that 
children play with their wee-wee. Ruthie replied reproachfully, 
“But if I rub it too much, it gets red and burns.. .” I agreed that, 
if one does it too much, it might get somewhat red; I saw that 
Ruthie was worried about the wee-wee getting red and about the 
burning, and—being fully aware of the probable uselessness of such 
reassurance at this point—I added that there was nothing to worry 
about, etc. It is in our nature that we would like to save children 


from going through suffering, and to forget that we cannot spare 
intermediate suffering in the growing-up process, as little as we 
can in child-anaiysis. Even if I had not given the slightest reassur- 
ance but just stood by, without partiality, I would have placed 
myself with my attitude in contrast to that of the strict nurse, the 
ego-ideal of the child, whom she felt so useful and effective against 


her “naughtiness.” 

Next day, when I arrived at Ruthie’s home, there was a great 
commotion. Ruthie cried bitterly, clung to her nurse, and with 
utter fright at sighting me, screamed: “I don’t want to play with 
Margaret Mahler any more, I don’t want to play with Margaret 
Mahler!” Mother and nurse were quite concerned. The little girl 
scemed really quite frightened as if the bogy man in person had 
arrived. She was also determined to get me out of the way at any 
price. I recired with the mother, who had been informed, and was 
extremely well able to cooperate with the analyst. Explaining the 
situation, we went into a little conference with Ruthie who still 
clung to the neck of Ethel. I did not address Ruthie directly but 
in Ruthie’s presence I explained to the mother how Ruthie was 
really very much afraid of me and felt that she did not like to see 
me, or to play with me any more. She had told me yesterday how 
she was playing with her wee-wee, and I had told her that I knew 
that children did such things. She had wanted me to tell her that 
she was a naughty girl for doing that, and she now thought that 
Margaret Mahler was a bad person herself because she did not help 
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her in being always good, as Ethel thought Ruthie ought to be. 
Now, I still did not think that Ruthie was naughty because she 
played with her wee-wee. Mother and I thought that if she would 
not worry too much about her naughtiness, she would have more 
fun and would not even have to play too much with her wee-wee- 
Mother agreed very emphatically, and Ruthie, within a lew minutes 
sent the other people out of the room so that we both should not 
be bothered by them in our playing together. The resistance, cling- 
ing to Ethel, and not wanting to play with me, repeated itself with 
diminishing intensity until Ruthie could really replace the ego- 
ideal, represented by the prudish and strict nurse, with an ego-idea 
offered to her by the analyst and the mother. Wavering between 
the two ego-ideals went on simultancously with the analysis of het 
fear of bodily damage, fire, and voiding. Whenever her instinctual 
drive carried her too far in the opposite direction, she found secur 
ity in transient identification with and clinging to Ethel’s strict 
ness. In spite of the fact that Ruthie’s super-cgo was by no mean 
erected solidly within her own personality, her neurotic traits could 
not have been undone by simple elimination of the injurious 
(noxious) environmental factors, for instance, by removing Ethel. 
On the contrary, in undoing the castration threats in the absence ol 
the original prohibitor we would have had a much harder time tO 
modify the infantile ego's attitude to instinctual drives. The iden- 
tification process with the beloved nurse’s frustrating standards, 
would in her absence have resulted in an internal conflict, an 
would have led to a precocious super-ego development, replacing 
the child’s fears, which were still largely external, with a keen feci- 
ing of guilt. (Super-ego anxicty) . 


Through conscious good will and cooperation of the nurse, and 
with the active help of a pronounced educational conformity of the 
mother and myself, child-analysis has succeeded not only in curing 
Ruthie’s neurotic symptoms, but brought about a permanent change o 
her personality structure. The process took place in such a transparent 
way before our eyes that I cannot refrain from letting you glance at it: 


Ruthie, one day stated thoughtfully: “If somebody is not right, 
he is wrong.” We talked about how the doll, which was the imme 
diate subject of her brainstorm, could be a little bit wrong a 
still a little bit right, and so forth, with plenty of play activity aroun? 
that topic. There came a time in the analysis, when Ruthie was 
rather destructive and, on the one hand, threw the toys aroun 
and broke a lot of things without the usual fear reaction but, on 
the other hand, displayed unusual cruelty and strictness towar 
the didie doll and the other doll, Jane and Carol obviously repT® 
senting her sister and herself. Finally, she turned to me with mixed 
emotions, and exclaimed: “I took her hat off!” I: “Nothing wrong 
with that, Ruthie!” Ruthie: “Carol is naughty.” I: “Is she? 
Ruthie: “Does naughty mean bad?” I: “No, I do not think naughty 
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means bad. I think just a little bit bad...” Ruthie, cheerfully: 
That means mischievous!?” I: “This is really and exactly what it 
means, Ruthie, and you are so good in finding the best word for it.” 


; In short we can say, to use Fenichel’s comparison, which he applied 
in another sense for describing difficulties in the therapeutic technique, 
~that in child-analysis it is difficult to navigate between the Scylla of 
instinct liberation and the Charybdis of facilitating precocious super-ego 
development. 

nd especially the neurotic child, is 


in the process of forming an inadequate though often rigid and preco- 
inclined to think that if we only consistently 
offered a lenient and understanding ego-ideal, we could help the child. 
Yet, this does not suffice by any means. It is important that the analyst's 
attitude should not be too diametrically opposite to that of the parents, 
their life philosophy, educational ideas, and so on. We ought not to for- 
get that the younger the child is, the more the parents are the original 
love objects, transference of the child’s emotions to another person is 
rudimentary, and his relationship to the analyst cannot and should not 
outweigh (except maybe in adolescence) the importance of the parents 


in his life. 


Due to the fact that the child, a 


clous super-ego, we were 


give an example to illustrate how and 
he educational attitude of mother, 
superable obstacle in 


In the following I wish to 
why marked discrepancy between t 
father, and analyst may develop into an almost 1n 


child-analysis: 

Pat, ten years of age, was referred by a pediatrician and the 
school because of “malingering”, excessive masturbation, occasional 
“volitional” enuresis, and generally rude and unmanageable be- 
havior in the home, in which she had been boarded. She was a 
rather unattractive looking child with an almost ferocious, sus- 

hour she stated that 


vicious, and hostile expression. In the first 
ing to me, nobody but her mother 
trict and did not let 


she did not see any point in com! 

could help her to be good because she was st 

her get away with anything, With much emotion she went on 
ling about how her first mother left her—that was the reason why 
she had become so wild. Nobody took care of her then, and she 
was like a wild little animal when her second mother came into 


the house. 


Very soon it beca cious, and in the be- 


at all, was her hope 
as striving for, 
whom on the 
ctable bar- 


me clear that her cons 


ginning, secret reason for accepting my help 
that she would get somehow from me,—what she w 
-reunion with her second mother. This woman, 
conscious level Pat idolized, seemed to be the only predi 
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rier and protection for Pat against her “wildness,” which swept 
her away like a wild horse. Underneath this conscious wish to be 
reunited with her second mother, was a longing for her father 
from whom the mother, she felt, had separated her and, much 
deeper yet, an unconscious nostalgia for her real mother, who, as 
she put it, abandoncd her in favor of “going out West with a cow 
boy.” Her eyes lit up when she—without awareness—switched into 
chatting about horses and her fantasy that, when she grew up, she 
would have stables, or, even better than that, a ranch in the West- 
From the way she talked and the way she walked and acted, you 
gained the impression of her unconsciously impersonating a cowboy- 


It took a rather long time before this child established a re- 
lationship to me, and this was not only because of her disturbed 
relationship to the outside world altogether, but because my atti- 
tude seemed so diametrically different from any treatment she hia 
ever experienced. Though obviously craving for love and affection, 
she was unable to accept friendly acts and sympathy. She would a 
time and again to torture the analyst by messing up beyond de- 
scription the children’s office, by ridiculing or distorting everything 
the analyst did or said. She would try to confuse her by Laan 
half truths with falsifications, so that it was practically impossib fF 
to clarify anything for her. 


In such a situation there is no use for interpretation of 
content of the analytic material. Our first task was to try to cig 
her tendency to defend the truth with lies and the lies ae 
truth, her tendency to confuse and break down everything as $00 
as it was built up, her own achievements as well as those of others, 
and to put a smoke screen around herself. Pat’s denial of emotions 
was unusually strong—her defenses were built up at an carly age 
as protection—not only because of her fear of rebuff from the re- 
actively idolized second mother,—but especially because of fear O 
betraying her true affection for her father which, she thought, she 
had to hide behind a “smoke screen” of depreciation and disrega™@ 
because it seemed incompatible with her exclusive servitude toware 7 
the mother. Subsequently, Pat recalled how she tried after her me 
naughtiness to be friends with the mother, and how the at 
listened to and believed everybody else but her. When we cautious 
tried to get at her emotional reaction in response to this expe! é 
ence, she would exercise complete denial of any affect. The way § e 
would abuse and ridicule the analyst showed how she felt ridicute 
by the environment but also how anxious she was not to let the 


better recognizable elements of her unconscious conflict come UP 
in her mind. 


After repeated interpretation of her defense-attitude, and after 
she had gained distance to her symptoms, she still often stated i 
discouragement, with tears in her eyes and reproachfully: ae 
can’t help me with all that explanation and kindness,—I do nee 
take well to that! I need a sound spanking from my father—he di 
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not spank me for far too long a time. You don’t help me, only my 
hen I am rude and sloppy 


mother can, she would not stand by w 

mr a I never would dare to argue with my mother. I don’t 

en x I wet! My mother punishes me, so I do not wet.” Pat 

“i ati ied herself with her only favorites, horses and dogs. “The 
ore you beat a dog, the more he feels loved.” Gradually she began 


to understand that human beings do not need subjugation or bodily 
check, and she could re- 


punishment to keep their naughtiness in 

concile the analyst’s attitude and the parents’ educational handling. 
She finally formulated her understanding of the analytic process 
in communications like the following: Talking about school, she 
would relate stories which they read in French. They all turned out 
to be stories of little boys being treated in a very punitive, exacting 
and even cruel manner by their parents or foster mothers. When 
the analyst commented on this, Pat thought these children were 


not treated badly. Pat thought many children need such treatment 
to get going. It is like military training which is necessary under 
some circumstances. “It is like it was with me. I needed military 
training,” said Pat, “but then you (meaning the analyst) had to 
undo the military training in order for me to become a goo 
citizen.” 

In discussing the criteria of pros and cons of indication for child- 
analysis, we mentioned that there remained another essential diagnostic 
point, “the family diagnosis.” In Pat's case, from the patient's point of 
view, the dynamic and structural diagnosis was such that child-analysis 
seemed indicated. Pat was suffering from a very severe personality dis- 
turbance, which increasingly would have impaired her functioning as 


an individual and as a member of our cultural society. She was ten years 
‘bance of her own— 


old and hence, her neurosis was a full fledged distur 

no basic change in her neurotic character could have been expected by 
symptomatic or environmental procedures. In fact, she had repeated 
her difficulty in every environment she was placed into, in boarding 
schools as well as in foster homes, in which they could not keep her, and 


also at home. It was obvious from the start that there did exist a kind 
of vicious circle which unconsciously was maintained by the child’s be- 
havior as much as by the unconscious fears, guilt feclings, and resentments 
of the parents. The question arose then in Pat’s case as to whether the 
intrafamilial psychopathology was not such that indication for child- 
analysis should have been decided in the negative? Pat was drawn into 
playing a decisive role within a rather solidly established family neurosis. 
In the pathological balance of the intrafamilial emotional life Pat’s par- 
ents and her siblings unconsciously and repetitiously provoked with sad- 
istic perseverance her peculiar masochistic attitudes and behavior. Pat, 
in turn, tenaciously provoked with her behavior and attitude overstrict 
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and punitive handling on part of her environment. To overcome the 
vicious circle of this family set up, a breach had to be made by setting 
up a special cooperative alliance within the environment of the child. 
By analyzing the defenses within this setting, we had to find out how 
far the intrafamilial psychopathology could be influenced and indirectly 
neutralized so as to avoid counteracting the slow process of child-analysis- 
Inasmuch as school and foster parents cooperated closely with the an- 
alyst, and the mother did what she could do to help, we did embark 
upon analysis. But it was a subtle, delicate and competitive race to reach 
the therapeutic goal. The final success was long in question. Not before 
the mother decided independently to seek analysis for herself—an un- 
expected happening—did Pat really profit optimally by psychoanalytic 
treatment. 


As a rule, severe family neurosis or incompatibility of the family’s 
and the analyst’s handling of the child patient must be excluded before 
embarking upon such a deeply affecting and complex procedure as child- 
analysis. We believe that it is not so much the more grossly perceivable, 
deliberate uncooperativeness of the family members, as it is the more 
subtle intrafamilial psychopathology: neurosis of the mother or father 
or of both, which often form insuperable obstacles for child-analysis- 


The younger the child, the more dependent and helpless is he, and 
the more the intrafamilial psychopathology will draw him into becom 
ing an integral part of a pathological emotional balance within the fam 
ily unit. In consequence, the younger and structurally more undevelope 
the child is, the less chance will child-analysis have to help him to with- 
stand the onslaught of relatively overwhelming pathological influences 
surrounding him, adding to his confusion during the analytic process, 
and challenging as it were his autonomous ego functions, which with 
immense investment of effort he might have attained in the analytic 
work. 


Our experience points to the fact that conscious readiness of mothers 
and fathers to form the above described cooperative informative alliance 
with the analyst, in such pathological cases can only seldom counter” 
balance the unconscious resistances, jealousies, and anxieties that become 
so pronounced if and when as a result of treatment of the child he be- 


gins to give up the role that he was caused to play in the intrafamilial 
pathological balance. 


It is better to anticipate in such cases of family neurosis that the 
mother or the father sooner or later will feel such apprehension, 4” 
will become so defensive against further interference that they have ies 
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withdraw the child. The child might better be helped in such cases by 
other psychotherapeutic methods than to be exposed to a premature 
termination of a child-analysis. Therefore, we conclude that indication 
for child-analysis is dependent upon a number of indispensable prere- 
quisites, which still in relatively rare cases warrant it, and which, for the 


time being, unfortunately, will greatly limit the number of cases that 
may benefit by it. 
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GROUP THERAPY WITH CHILDREN 


By S. R. SLAVSON * 


In the course of development of a body of science or technique, a 
Stage is reached when it becomes necessary to distinguish between gen- 
eric.and specific aspects. This stage has been reached in Group Therapy. 
Initially, Group Therapy was employed with children who appeared to 
need “social experience”, in an educational sense, as supplementary to 
individual psychotherapy or as a treatment method for specific intra- 
psychic problems that were not accessible to any other type of treatment. 
This method is now known as Activity Group Therapy. However, as i 
was tested out in actual practice, in our case with approxi 


mately a thous- 
and children and adolescents, it became clear that it could not be used 
as a blanket method. Variations in accordance with treatment needs 
become necessary. 
The pattern of Activity Group Therapy is briefly as follows: Seven 
or eight selected children are invited to come to a meeting place at a 
specified time where they can engage in various types of handwork. The 
children are grouped so that they would have a therapeutic effect upon 
each other. The importance of proper grouping cannot be over-empha- 
sized. The very foundation of this treatment and its value and effective- 
ness are conditioned by proper combination of children. This is true for 
all types of Group Therapy whether with children, adolescents, or 
adults. 


d for metal work, wood 


tools are provide 
making, and similar activities. 


In Activity Group Therapy, 
checkers, handball, and 


work, painting, clay modeling, basket 
Individual, pair, and group games such as quoits, 
ping pong are also to be found among the equipment. After a period of 
work, the children partake in a simple meal which is at first prepared 
by the worker and later by the members themselves. The atmosphere is 
a permissive one, that is, the children can use the materials, tools, and 


* Director of Group Therapy, Jewish Board of Guardians, New York; President, 


American Group Therapy Association. 
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the total environment in whatever way they wish. They can be destructive 
or constructive, they may retire to themselves or enter into relationships 
with fellowmembers. They can work or idle, do their homework, read 
funnies, play, or fight. They can eat with the group or in isolation. At 
appropriate times this simple and attenuated reality is extended and 
modified through changes in the meeting room, materials, personnel of 
the group and worker, through visits to restaurants, trips, picnics, and 
excursions. 


We found that these activities and an atmosphere of permissiveness 
are of value to clients in the behavior disorder category who are not too 
hostile and destructive, to clients with some character malformations, 
and those with mild neuroses. The youngsters with definite neurotic 
constellations, particularly in the adolescent group, whose conflicts and 
anxieties are intense, could not be reached by Activity Group Therapy: 
Their pervasive anxiety, guilt feelings, fears, conflicts, and tensions can- 
not be eliminated by this type of treatment. Activity Group Therapy 
allays tensions and conflicts in mildly neurotic boys and girls and groups 
can be used in special cases of more scrious problems as supplementary 
to individual treatment only. Clients with intense intrapsychic tensions 
and crystallized neurotic symptoms need individual therapy Or some 
form of interview group therapy, which will be described presently. 


The mildly neurotic child finds great release in a permissive envi- 
ronment where he can act out his repressed hostility and aggressions ae 
creative work, play, mischief, and hilarity. Because his behavior does not 
call forth retaliation, punishment, or disapproval, pent-up emotions fin 
appropriate discharge. Perhaps of even greater value is the fact that he 
sees other children act freely without dire or destructive consequence 
This has the effect of reducing guilt about hidden impulses of hate aP 
feelings of being bad or worthless. Not only are the blockings to free 
expression through unrestricted acting out removed by activity catharsis» 
but individual psychotherapy with these patients is facilitated as a 1° 
sult. The child communicates more freely, is less self-protective and less 
suspicious of the case worker or psychiatrist. However, the intensely 
neurotic child may become even more frightened and anxious as a result 
of his own and other children’s aggressions. Such clients should not ÞE 
placed in activity groups though they too may benefit from groups ° 
low aggression density. Anxious and frightened children should Be 
placed in mild groups so that they would not be frightened away but 
be given an opportunity to eventually utilize the supportive relationship’ 
with other children and with the worker. Some children have a neurotic 
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soca of working with tools and of finishing projects in which they are 
a bring a job to completion represents to them, symbolically, 

g ggression, incestuous coitus, Or a change in their own image 
of personal worthlessness. Successful achievement is threatening to these 
children and they should not be forced in a situation where such basic 


tensions are activated. They may need individual treatment with mild 


group play either as a supplement to it or not at all. 


itk Se a a so strongly blocked that they are unable to estab- 

a relation in individual treatment and are unable to 
communicate their problems. Such uncommunicative children need a 
less threatening situation than individual therapy. They require relation- 
ships of lesser emotional intensity such-as are found in groups where rela- 
tionships can be established at one’s own pace on a basis of empathy and 
support. We found that adolescents and mothers who were either resis- 
tive, exploitive, or uncommunicative in individual treatment, freely 
revealed their thoughts, feelings, and problems in interview groups. Of 
singular interest is the fact that clients who dominated, resisted, or ex- 
ploited the therapist in individual treatment, were willing to accept 
interpretation, correction, control, and insights from other members of 
the group, and the therapist. Some of the reasons for such changed atti- 
tude is that members of a group feel the support of each other, are re- 
assured, and develop inter-patient transferences. Affect mobilization is 
facilitated in groups because of the added security of each member in 
his hostility to the therapist through the common feelings in all the 


members. 
another type of group treatment is 
Interview Therapy. This is not 
ults.1 It has been employed by 
ce, in hospitals, and in institu- 
d adolescents is a new 


To meet the needs of patients, 
necessary which we designate as Group 
a new method in psychotherapy with ad 
a number of psychiatrists in private practi 
tions. 2 However, its application to children an 


s point to differentiate between group therapy and mass 
“Group Therapy” is reserved for a very small group, 
where direct and intimate interpersonal relations and interaction are facilitated 
and made possible. Large groups with whom the lecture and discussion methods: 
are employed are rather in the category Here activation, inter- 
stimulation, and a considerable degree But the center of 
treatment is the therapist and the influence of the n ong another is 
secondary. Still another pertinent differentiation is t r an take place 
through the group as well as in the group. The present writer has pointed out this 
difference elsewhere. (See his Group Therapy, Mental Hygiene, Vol. XXIV, No: 1, 
Jan. 1940, pp. 36—49.) 

2$ee: Thomas, Giles W., Group Psychotherapy: A Review of the Recent Literat- 
ure, Psychosomatic Medicine, Vol. V, No. 2, April, 1943. 


1It is necessary at thi 
therapy. The designation 
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departure. Our thinking at the present time is that this method can be 
employed with girls only and will probably not be successful with boys. 3 


A further development of Group Therapy is its use with children 
under six or seven years of age. As is well known, the best type of treat- 
ment for children of this age is play therapy. While play therapy as a 
release experience for the young patients is of immeasurable value, we 
found that when children are properly combined, its values are enhanced 
if it occurs in the presence of and with other children. In a group there 
arise many situations that serve to enhance or limit the ego. A highly 
withdrawn young child who either does not play, or who does not move 
beyond the meaningless play stage in individual treatment, is stimulated 
by other children. On the other hand, the overassertive and self-centered 
child finds impediments to his unrestraint. 


For children, eight to ten years old, we have evolved a form of 
Activity Interview Therapy. This is a modification of the Activity Group 
Therapy where the children’s behavior is discussed with them on the 
spot, in a group or individually, according to the needs of the client or 
as indicated by the situation. 4 Some of the highly neurotic and suspicious 
children, the psychotics and schizophrenics, are not able to withstand the 
uninhibited aggression and free acting out of hostility, characteristic of 
activity groups. They require a more restrained environment and some 
need insight into their behavior as a part of the treatment process. Both 
insight and restraint are employed in Activity Interview Therapy. 


Thus, moving from the general concept of Group Therapy as 2 
gencric category, it becomes necessary to make specific application of it 
so that specific needs of patients can be met. Group Therapy, as a treat- 
ment method should be employed in accordance with the needs of the 
patient. In many instances group treatment can be used only as a sup- 
plement to individual treatment, while for some clients it alone is quite 
adequate. ® For many child-patients individual therapy is contra-indi- 
cated . From the very outset, we must bar clients from activity groups 
who are psychotic, habitual delinguents, Psychopathic personalities, 


3¥For a brief report on Interview Group Therapy with adolescent girls, sc 
Gabriel, Betty: Group Treatment of Six Adolescent Girls, News Letter, published by 
American Association of Psychiatric Social Workers, Vol. XIII, No. 8 "January, 1944, 
pp. 63—72, and Am. J. of Orthopsychiatry, October, 1944, i 


z a \ 

4See Gabriel, Betty, An Experiment in Group Treatment, Am J. of Orthopsy- 
chiatry, Vol. X, No. Í, Jan. 1939, pp. 146—169, ana Lucas, Leon, Treatment © 
Young Children in a Group, New's Letter, published by the American Association © 
Psychiatric Social Workers, Vol. XIII, No. 3, Jan. 1944, Pp- 59—65. 


5 Glauber, Helen M., Group Therapy fron the Stand oint of a Psychiatric 
Caseworker, Am. J. of Orthopsychiatry, Vol. XIII, No. 4, Oct. 1943. . 
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fo acd ger [p aeie intense neuroses, those who are excessively 
ae oe plates pine homosexuals are also unsuitable. The permissive- 
nts ane wd roup Therapy is helpful to children under fourteen 

g se character malformations are not so deeply entrenched 
as to be inaccessible by corrective experiences, substitute gratifications, 


and by permissive group relations. 


i Activity Group Therapy is successful with children whose behavior 
S reacti SE E . . 
eactive to rejection, lack of love, overprotection, physical or mental 


Stigma i . A i r 
gma in one form or another, feelings of inferiority and worthlessness, 


defeat in sibling rivalry, and similar situations and relational difficulties. 
Groups supply substitute relations and compensatory gratifications. cli- 
ents who are confused concerning their sexuality, who have built up 
destructive fantasies about masculinity, who fear living out their “bio- 
logical destiny”, gain greatly from Activity Group Therapy. Girls whose 
chief or only source of love was the father, and not the mother, often 
become confused as to their own sexuality and need a close association 
of other girls more normal in this respect. The difficulty with these 
clients is that because of confused identifications and strivings, they are 


aa to make constructive use of friendships with either boys or girls. 
hey cannot accept other girls, i. e., they are unready for the homosexual 


phase in development, and attitudes toward sex grow abnormal. They 
alternately fancy themselves as men and women. This confusion gives 
rise to reactive behavior which disturbs them and constitutes even more 
of a hazard to society. Interview Group Therapy is particularly helpful 
to such clients. 

ys who because of confused identifications and 
enforced submission to mothers and sisters, fear their own masculinity. 
They are afraid of normal aggressiveness, are unable to participate in 
the ordinary occupations and games of boys, and react by excessive sub- 
missiveness and withdrawal, evade ordinary recreations and growth-pro- 
ducing occupations. Many of these children live in a state of anxiety and 
fear and are subject to other tensions and personality dislocations which, 
if left to themselves, would develop into full-blown psychoneuroses. Such 
clients gain very much indeed from the free interrelations in Activity 


Group Therapy. ® 


, Generally speaking, we can sa 
ing largely with the correction of c! 
behavior disorders. It does not deal with psychoses, 


There are many bo 


y that Activity Group Therapy is deal- 
haracter malformations and reactive 
or intense psycho- 


e Rorschach Test in Evaluating Progress and 


6Sce also: Siegel, Miriam G., Th 
Mental Hygiene, July 1944. 


Selecting Clients for Group Therapy, 
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neuroses. It cannot treat children who do not have a minimal capacity 
to relate themselves to people or to bring themselves under control in 
favorable circumstances. The primary requirement for membership in 
a Therapy Group is a craving in the client to be with others, to be ac- 
cepted by them, to be a part of a group. This we term social hunger 
which is a counterpart of transference in individual psychotherapy and 
is an extension of the more infantile love cravings of the child. The 
highly narcissistic or psychopathic youngster who exploits for his ow? 
ends the non-authoritarian and non-repressive environment is unsuitable. 
Thus, social hunger must be accompanied by a capacity to give up in 
return for group acceptance some of the self-indulgences, exploitive 
attitudes towards people, power drives, and infantile self-love. 


Group Therapy, in any form, seeks ego expansion to the rejected, 
unloved, and deprived child, who feels inferior; it also provides ego limi- 
tations to the child who, because of either deprivations or over-indul- 
gence, does not recognize adequate limitations to his ego and drives to 
control others. Looking at it from this point of view, Activity GrouP 
Therapy is a form of ego therapy. It seeks to build up the broken-dow?, 

_insecure child; it strengthens his powers; builds up self-reliance through 
success and achievement. Because no standards are employed, no marks 
given, no criticism offered or comparisons made, the child is not threaten 
ed. The worker goes out of his way to praise the weak and inferior feeling 
child and, whenever advisable, puts him forward in the group. The pro" 
cess of ego strengthening occurs not only through this recognition a? 


status. There are many other contributing dynamics operating that can 
be mentioned only briefly here. 


Children whose submissiveness and weakness stem from repressed 
hostility and inhibited aggression, find release when they act out OF 
verbalize these impulses against substitute siblings, the environment, OF 
express them through symbolic art creation. Guilt is allayed by the fact 
that the other members of the group also have and express similar emo- 
tions. This, coupled with the discovery of one’s acceptability by the ot 
ker despite one’s “badness”, eases the child’s tensions and makes him 
more secure and more outgoing. Thus he begins to act in a more norma 
manner in groups of children outside of the therapy group and finds 
himself more acceptable to people, and therefore more accepting of them- 


The expansion of the ego results also from overcoming the fear of 
reality, which many of the children have. To them the world is a perse- 
cuting, repressive, retaliatory, and inhibiting entity. The group supplies 
them with a world that does not contain these negative elements. At the 
same time the group and the environment, and in some instances also 
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the adult, do make some reasonable demands. But this is done gradually 
as the child’s frustration tolerance is increased. The limitations placed 
on behavior and impulse are reasonable. Since the principle of graded 
reality is employed. the child can understand these limitations. They are 
imposed for the good of all, including himself, and not for the conveni- 


ence or peace of mind of an adult. 


To help the child’s ability to adjust to the actualities of life (reality) 
certain strategies are employed by the worker. In activity groups, tools 
and materials may be denied or eliminated; eating in restaurants, going 
on trips, changes in the personnel of the group, and of the worker are 
among the reality factors the child has to face. The worker may refuse 
things or subtly deny himself to the child. As the child tests himself 
against this expanding and changing environment and finds himself not 
wanting, he grows secure; this security he translates into attitudes. When 
such treatment begins early enough, actual character changes take place. 
The child’s behavior outside of the group becomes more normal; he 
participates more wholesomely in school, on the street, in recreational 
groups and elsewhere. As a result he is accepted by groups and individu- 
als, which further aids in his recovery. Ego expansion results also from 
the sexual assurance that a boy gains from being able to take his place 
with boys and a girl from being accepted by other girls. As described else- 
where, we arrange for our older children and adolescents parties with 
youngsters of the opposite sex as they become ready for it. 7 


Many of our clients who come to us are ingratiating toward the 


worker and/or toward other members. They bring food and objects as 
bribes. Whether ingratiation results from fear of others, is a mask for 
one’s own repressed hostility, or devaluated self-esteem, free group rela- 
tions and a permissive environment correct the psychological states that 
cause it. If we group children so that they help each other and gain sup- 
port either from the worker or from another member of the group the 
client overcomes his fear of people and of his impulses. If ingratiation 
results from repressed, hostile trends, it is counteracted through the eg- 
ress of hostility and aggression without suffering any form of retaliation 


from an adult. 


In this connection it may be useful to introduce the concept of the 
Supportive ego. Much of the therapeutic results achieved from Group 
Therapy are brought about through the help that one child gives another 
in working out his problems. Children employ other members of the 


7Slavson, S. R., An Introduction to Group Therapy, New York Commonwealth 


Fund, 1943, pp. 218—216. 
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group at different periods in their growth. The frightened child at- 
taches himself to another withdrawn child so that they become a mutu- 
ally supportive unit. They work together, walk close by on trips, share 
tools, materials, food, and go home together. As they become more secure, 
they choose more outgoing members of the group as friends, until a stage 


z ‘ y TS. 
in growth is reached when they no longer need support from othe 
The child is on his own. 


Aggressive children find their therapeutic support in a negative fa- 
shion. Either other equally aggressive children challenge them, thus 
making some compromise behavior nec ry or they are nurtured by the 
more normal children whom we designate as neutralizers. 8 In most ane 
stances the two clashing aggressive children work out a relationship 
whereby they act as checks upon each other so that the behavior of bot 
becomes normalized. We have also found that the presence of one or A 
normally behaving children helps and accelerates the improvement ofa 
the other members of the group. 


One of the characteristics of the supportive ego relations is that 
is temporary and transitional in nature. Members of the group chang 
these individual friendships as their psychological needs change a” 
eventually become more a part of the whole group rather than nelyans 
upon individuals. This process is indicative of growing power and bette 
social adjustment. The supportive ego relation has a libidinal quality 
and has some characteristics in common with the transference relation 
in psychoanalysis. It is, or should be, temporary; for as effective pee 
ment proceeds the patient in psychoanalysis to a considerable exte? 
dissolves his transference upon the analyst and becomes relatively more 


i is is 
autonomous and selfreliant so that he no longer needs support. This 
also true in the group. 


We have up to the present discussed ego expansion, but the group 
also has the effect of ego limitation. The more narcissistic child. the oné 
who has been overprotected and pampered, the bully, the exploitive 
child, all meet in this group impediments to their excessive demands, 
power drives, nagging, and other methods of utilizing the group and the 
worker for their selfish needs. Such children need to become aware 
of the rights of others. They need to accept limits to their ego drives- 
The problem of treating aggressiveness in a permissive group is indeed 
quite a complicated one. The situation is by far more involved here 
than in the cases of withdrawn children. Obviously we cannot accept 


8 An Introduction to Group Therapy, loc. cit. p. 119. 
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a A ing ee psychopaths, extremely narcissistic children, 
characters.” AD gee Bee with what is described as “neurotic 
E inay D DAOR disorders canalized into aggressive 
E indice 7 ang attitudes cannot, in our opinion, be reached by 
esa nanan es . X e woun not accept a child or adolescent who suffers 
Sia! De TEA andor Ferenczi described as a loss of ego boundaries”. 
capacity ee ere who despite aggressive behavior have the. 
eaii ens TE epes under control, can become aware of their 
by others. H a gewrer in return for the recognition and acceptance 
IË group Eo 5 we again must rely upon our postulate, social hunger. 
if Hi does TE mre means enough to the client, he will curb himself. 
ticedi wither ae will continue to use the situation for his own personal 
i 4 it regard for others. To put it in another way, we can 
accept into these groups boys and girls whose history includes a warm 


relati i A ene 
10n with some person, a nurse, mother, father, grandparents, siblings, 
Id who has not experienced sometime in 


or > i 
some other relative. A chi 
uch signif- 


his life s be wie A 
life such a sustaining relation is not likely to attach m 


icance r 
ance to group acceptance. 


P methods in which the group limits the members’ egos are 
i ous. The only or overindulged child has strong ego drives, but 
also a strong social hunger. He finds that he has to share with other 
children tools, materials, food, the worker (substitute parent). At first 
he resists this sharing by nagging, infantile playfulness, excessive de- 
mands, and monopolizing of the worker. But the other children resent 
and remonstrate with him for these acts. He must curb himself. In the 
course of time his demands are diminished in intensity until the in- 
fantile behavior gradually disappears. In cases of only children or 
children with prolonged infancy, the worker is more active. Friendly 
but firmly he denies unreasonable demands, exerts mild restraints, and 
mses other strategies that help the child grow up- This can be done 
with the children in question because their love needs had been met in 
the past. Deprivations were comparatively fewer in their cases than in 
children who had been rejected or whose self-esteem had been crushed 


and who therefore require support and expansion. 
There are those clients who invade, exploit, or attack other persons 
because of an all-pervasive resentment and anger against the world. 
their strivings for autonomy, 


They react to early deprivation, injury to 
defeat in sibling rivalry, and numerous other pathoplastic relations. 


The group in such cases has a quieting effect because the child receives 
unconditional love from an adult, gains status, recognition, and a con- 
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siderable amount of affection. His work in arts and crafts is praised 
by the worker, and praise is soon forthcoming also from the other group 
members or substitute siblings. In interview groups, his opinions are 
respected, his problems are seriously discussed, and the group seeks 
his views and takes cognizance of his ideas. This assures the youngster 
of acceptance and status. As a result he need no longer fight for recog” 
nition and a place in the group. Nor need he build up defenses against 
attack nor use offence in order to gain for himself recognition or evoke 
response. Destructive, anti-social, reactive behavior is dropped in the 
face of the comfort and satisfaction of belonging and being respected. 
Instead of remaining ego-erotic he becomes homo-erotic, while mo 
psychic tensions are diminished. The child now perceives himsel 


. : ; 7 œ to 
in relation to other human beings as an entity who does not have 
defend himself by attack. 


The problem of aggressive behavior in children is so complex that 
only some indication can be given here. We have identified seventeen 
determinants for aggressive behavior in children some of which have 
been described elsewhere.® We have dealt so far with non-erotic = 
gression. There are, however, present in some of our children forms © 
erotic aggression which we shall touch upon only briefly here. 


There are clients whose provocativeness and physical attack, and 
even playfulness stem from sex motivations. Some of our boys and girls, 
especially boys provoke or initiate physical contact because of sexua 
needs. In some instances it is frankly sexual, such as grabbing or el 
ing of genitals, rubbing one’s genitals against the bodies of others, aP 
similar strategies. Such unmasked erotic aggression, however, 15 ce 
tremely rare. Most psychogenic sexual disorientation or over-develop” 
ment stems from early overstimulation or confused identifications. 
When these are corrected through individual or group treatment erot 
activity is terminated. A small number continued developing home 
sexual trends and one or two were reported to us as having become 
active homosexuals. Where the homosexu: 
was necessary for us to close the cases out o 
a risk of infection to other members. 


al development persisted, i 
f the groups as they presente 


In this paper are emphasized the ego aspects of our treatments 
but it is quite evident that the erotic and libido drives of clients aT 
constantly involved, as well. However, despite their ever-presence 


9Slavson, S. R., The Treatment of Aggression Through Group Therapy, J- of 
Orthopsychiatry, Vol. XIII, No. 3, July, 1943. 
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in Activity Group Therapy, we deal little with erotic aspects directly. 
Because of its nature and its therapeutic intent, Activity Group Therapy 
affects the non-erotic social drives, namely, it removes the blockings 
to associations and relationships with people. This may be the basic 
reason why its effectiveness as a therapeutic tool cannot be extended 


beyond the fifteen year age level. 


Although the majority of clients are referred to groups because of 
faulty “social development”, this condition originates largely in the ego 
and character structure rather than gross sexual distortions. As the 
child becomes secure, accepts himself, and gains confidence in his 
abilities, he is able to relate himself better to other people. We, how- 
ever, utilize in this process the love needs that, by their nature, drive 
every individual toward other persons. This was described by Dr. Angyal 
as Homonomy to differentiate it from the drives toward Autonomy. 1° 
Thus, in Group Therapy, the ego and libido—the self and the group 
impulses—run parallel and develop simultaneously. However, the point 
must be made that in Activity Group Therapy the ego is much more 
involved than is the sexual libido. This is not the case to the same degree 
in Interview Group Therapy for adolescents. 

Relationships among adolescent girls in the groups are strongly 


charged with erotic qualities. The girls talk about cach other's appear- 
er’s shapes and clothes and are 


ance. They are interested in one anoth 

preoccupied with boys, their fathers, and sex, which preoccupation 
they share with each other. They often hug each other, set one another's 
hair and put on make-up on each other’s faces. There is definitely 


a personal interest with a sexual connotation present. Sharing ex- 
periences and interests in love affairs and petting parties, too, would 
indicate that there is a sexual preoccupation present. 


The attitude toward the worker in interview groups is also much 
more sharply defined. In Activity Group Therapy the worker does 
function as a parent substitute and some of the children refer to them as 
“mamma” and “poppa” or “unk,” but because of the non-participatory 


role that he plays and the wnilateral relation 11 that exists here, it is not 
consummated into a close personal (libidinal) relationship. But since 


one cannot affect any area of the personality without at the same time 


10 Angyal, Andreas, Foundation for a Science of Personality. New York Common- 
wealth Fund, 172-174, 179. 

11For a more detailed discussion of relation with worker see Slavson, S. R., 
Some Types of Relations and Their Application to Psychotherapy. Am. J. of Ortho- 


Psychiatry, March, 1945. 
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affecting other areas to varying degrees, it is understandable how girls 
in our interview groups have gained greatly in ego strength as well. 
Here they are with friends who like them, who accept them, who listen 
to their opinions, and take them seriously. In other words, “they belong”, 
a feeling which these adolescents have not had either at home, in school, 
or in their recreational and free time associations. 


Friendships established in groups are carried on outside. Identifica- 
tions with the worker and with other members of the group arise. 
Identifications in interview groups are much more intense than they 
are in activity groups. This is due to several reasons. One is the nature 
of the group activities. In one case the manual occupations form the 
initial center of interest while in the other this center is the other 
members of the group. Thus both the identifications and transference 
are set up more intensely in one than in the other. Another element 
to be considered is the age of the children. The drive of adolescents 
toward each other is greater than among younger children. Adolescence 
is a time when group awareness and identifications with others are 
accelerated. A third factor is that identification of girls with each other 
is much stronger than it is the case with boys. 


Our observations indicate that in interview therapy, as well, there 
are ego expanding and ego limiting processes taking place. The girl 
who seeks to occupy the center of the stage is soon put in her place by 
the others, or she discovers that others have a good deal to contribute 
to her thinking and understanding. She therefore limits herself in her 
exuberance and overbearing manner. On the other hand, the shy girl 
who sits through many of the meetings without saying a word may 
begin first by confirming what others say and later have opinions of her 
own. In describing such a client, one of our group therapists states the 
former was a “yes girl” for a long time, but as.a result of her observation 
that other girls talked quite freely, she gained the courage to express her 
views definitely and firmly. 


The constitution of membership in various types of groups car be 
touched upon only very briefly here. In Activity Therapy Groups, it 15 
mecessary to have children of various psychologic syndromes so that they 
might complement each other or serve in other ways as supports. It Wwe 
combine children who are all aggressive in one group, we can expect 
group hysteria as a result. On the other hand, if all children are with- 
drawn and quiet, the group becomes a shop-group rather than a the- 
rapeutic group. This is equally true in terms of other diagnostic 
categories. If we should place nothing but neurotic children in one 
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group, they would serve to increase one another's anxieties. In other 
words, what we are seeking in Activity Group Therapy are types of 
problems which would tend to balance each other and where the identif- 
ications would be made with persons different from the patient himself. 
This also is true of Play Group Therapy. 1? Here, too, we need a com- 
bination of children who tend to counteract and neutralize each other’s 


problems rather than activate and reinforce them. 


In Interview Group Treatment for adolescents or adults, on the 
other hand, the opposite is true. There is a need for a common element 
among the members so that they may understand the content and mean- 
ing of the discussions. If we place together people who are psychologically 
too diverse, there is little interpersonal therapy possible. Members of 
these groups must have common grounds and similar problems to make 
group interview effective. These can be similar psychologic syndromes 
or the same personal problems. For example, we have accepted for one 
of our groups mothers of boys within a small age range and who were 
all behavior disorders and mild neurotics (not severe neurotics Or 
psychotics). The mothers were therefore able to identify with one 
another, and the discussions were fruitful because all talked about the 
Same type of difficulty. If we had among them mothers of children with 
diverse problems, there would be little unanimity or understanding. 
Recommendations for dealing with children at home made by the 
worker would not be suitable for a variety of problems. The mothers 
cannot differentiate between the various needs of different children. 
To them the children are just bad. It is quite possible that in the future 
it will be necessary to refine the selection of mothers even further so as 
to fit in with their own character structures and personal difficulties 
as well as those of their children. 1% 


In the case of the adolescent girls, 
the criteria for grouping. Some topics 


to a member whose central problem i 
may be increased rather than relaxed and, as a result, she may be 


further traumatized. Thus a girl with guilts concerning her sex fantasies 
may find a discussion of sex very disturbing. Similarly where parents are 
the topic of conversation in a group some of the members may become 


excessively anxious. 


their own specific difficulties are 
for discussion may be upsetting 
s around that topic. Her anxiety 


ous types of group treatment, see Slavson, S. R., 


Mental Hygiene, July, 1944. 
herapy for Mothers at the Brooklyn Child 
Etta, Treatment of Mothers 


Mental Hygiene, July, 1944. 


12 For a fuller discussion of vari 
Current Practices of Group Therapy, 
13 Lowrey, Lawson G., Group Ti 
Guidance Center, News Letter, loc. cit, and Kolodney, 
in Groups as a Supplement to Child Psychotherapy, 
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Our ten year experimentation with various types of Group Therapy 
can be summarized briefly, and in general terms, as follows: 


1) All children and adolescents who are ready for it can be 
greatly helped by some group experience. This need not necessarily 
be a therapy group. Often a neighborhood club or a street group wil 
suffice. 

2) Toa large number of clients in clinics, group treatment is nat 
only useful and valuable, but essential. Group treatment can, according 


to therapeutic necds, be supplementary to individual treatment OT 
exclusive. 


8) Group Therapy is an essential adjunct for all mental clinics 
and hospitals. 


4) Group Therapy is not a substitute for individual treatment.. 
Rather, it is indicated in specific cases which must be carefully chosen. 


When clients are chosen wrongly, it may not only be ineffective, but 
even harmful. 


5) Not only is selection of clients important but their placement 
together suitably is essential. 


6) Proper assignment to groups is an essential. No one type 
of group treatment is suitable for all clients. Some require activity, 
others interview, still others activity-interview-group treatment. 


7) Although the choice of group therapists is made on a art 
of training and knowledge, even more important are their personality 
qualifications, temperamental disposition, basic kindness, capacity for 
understanding and identifications, and inner strengths and poise 


necessary to withstand the impact and challenge of the clients’ behavior 
and discussions. 


8) Group Therapy can be carried on only in a psychiatric a 
where trained personnel and psychiatrists are available. Supervisors aP 
therapists must have psychiatric orientation and knowledge. 
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PSYCHIATRIC SOCIAL CASE WORK 
WITH CHILDREN 


By LEONA M. HAMBRECHT * 


ork has been briefly defined in the only source 


Psychiatric social w 
by Lois Meredith French, as 


book of this field, Psychiatric Social Work, 
social work practiced in relation to psychiatry.” * On this basic con- 
cept rests the setting for psychiatric social case work with children. 
Functioning in a psychiatric social case work capacity with child patients, 
the psychiatric social worker is employed in a children’s psychiatric 
clinical setting—a clinic, a hospital, a combination of the two, or in 
relation to a single practicing psychiatrist—equipped to diagnose and 
to treat psychiatric disorders in children, whereby a physician psy- 
chiatrically trained, assumes responsibility for diagnosis and treatment 


of the problem. 

Within the past score of years, there has developed a growing re- 
cognition of child psychiatry and need for developing psychiatric clinical 
centers for children, each either functioning divisionally as part of a 
larger whole, or independently. Quite as naturally, the character of the 
problems which the clinic or hospital receives, varies to some degree, 
determined by the center's genesis and referral sources. Related to these 
clinics and hospital centers, the psychiatric social worker 
ychiatrist as a social case worker, to 


e treatment plan. 


psychiatric 
serves in correlation with the ps 
supplement, complement, or extend th 
chiatric Institute 
rkers, 1939—1941. 


Commonwealth 


Social Service Department, New York State Psy 
f Psychiatric Social Wo: 


* Director, 
can Association 0} 


and Hospital; President, Ameti 
l Work, New York 


Meredith: Psychiatric Socia 

A source book, describing psychiatric social work, base 
ored by the American ‘Association of Social Workers. 
Later, the author elaborates the above definition: “Affiliation with the practice 
of psychiatry jis the significant factor, plus professional equipment essential for 
effective analysis of social conditions in relation to mental disease and the social 
treatment of patients definitely under psychiatric care,” p. 146. 


1French, Lois 


Fund, 1940, p. 27- 
several years of research, spons 
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Child psychiatry, as a relatively new field of medicine, has been 
necessarily experimental in its techniques. Through several years of 
pioneer endeavor in child psychiatry, it has been observed that the 
problem in treatment for the child psychiatrist cannot generally rest 
with his evaluation only of the child’s environment and the inter 
acting growth forces within the child, followed by advice and recom- 
mendations given to the parents. His results largely depend upon a care- 
ful analysis and treatment of these forces operating within the child, 
in addition to attempts to modify the environment to which the 
child is reacting. The impressionable child, as a sensitive reflector 
of his environment, telescopes the time period of his developing 
personality from the tangible past to the present time. In other words, 
the past personality features and emotional problems of the child can- 
not be relegated to the limbo of a long-gone and historically irrecover- 
able past, but are importańñt determinants in his present-day attitudes 
and reactions. 


Thus, in dealing with the child, certain important considerations 
must be borne in mind. 1) We are not dealing with buried history 
beyond the reaches of our understanding, inasmuch as the child’s re- 
actions today are symbolic of his composite past. 2) We are not ugk 
ing with an illness, fixed and static. The dynamic forces of growth en 
development manifested in the very being of the child are harbingers © 
therapeutic promise. 3) The child’s environment in the persons of his 
parents or guardians, as the case may be, have moved to take a Te 
sponsible step, namely they seek help with a problem which they 
recognize is beyond their powers to control or change.? 4) The psy" 
chiatric treatment of the child is implemented because the child himsel 
is unhappy and suffering. True, he has not formulated what he needs 
but his behavior indicates that he gropes for change and surceas¢ 
from the frustrations threatening his happiness. 


AT INTAKE 


Much of the outcome in psychiatric treatment of children and 10 
psychiatric social case work, depends upon the care with which the 


2Dawley, Almena: Inter-related Movement of Parent and Child Therapy with 
Children, Am. J. of Orthopsychiatry, July, 1939. Miss Dawley sees this decision on the 
part of the parent as “a new living impulse rising out of an impasse with the el 
and “directed toward an outer experience” eg., the mother goes outside herself 
solve the difficulty. 
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initial contact is handled.’ The child who has been brought first to the 
attention of the court on a charge of repeated stealing, repeated running 
away, sex play, and the like, is not indifferent to this experience, even 
though his initial response may be defensive and apparently sodden. 
His parents’ reactions to the problem and their resorts to anxious, 
shamed, defensive, or punishing handling of him, prior to the court 
session, have not contributed to his composure. Unlearned as the child is 
to court and criminal procedure, he feels instinctively that the cards 
are stacked against him. He may be referred to the juvenile court 
clinic, if the court is fortunate enough to have such a facility. To help 
the child it is necessary that he be permitted an opportunity to develop 
confidence and trust in those handling the therapeutic program. The 
psychiatrist is best able to function as the factor in this relationship, 
providing there is no suspicion by the child of any collusion between 
the physician and the anxious parents, relatives, court officials, or friends 
who tell the story of his bad behavior. 


In contrast to the criminal implications of a court procedure, are 
the referrals of the child to a psychiatric clinical setting by the teacher 
or school, or by a medical center or family physician. In the school 


environment, the child is usually primed to believe his problem marks 


him as “backward”, “different”, “mean”, or “friendless” and out of line 
family 


from the other children. Coming from a medical setting or the : 
physician, the child may be attuned to a concept of his illness. Neither 
of these connotations impart to him the functions of a psychiatric clinic 
or hospital nor the reasons for his being there. Nor have his well-in- 
tentioned parents improved his predicament by calling him either 
“dumb”, “sick”, or “crazy”, or, in desperation, telling him that he is 
only going for a taxi ride. 

In the admitting process, the psychi ida 
must concern itself not only with the parents’ description of the 
problem, but with the child’s acceptance of a problem for Lae he p 
logically coming to the center for treatment. We have foun T t 4 
Psychiatric Institute * that this first contact is one of the most diHicu 


atric child guidance center 


ick : jii i W. W. Norton & Co., 
3 Allen, Frederick H., M.D.: Psychotherapy with Children, W. W 7 
New York, 1942. This concept is well elaborated by Dr. Allen in his chapter, “The 
Beginning Phase of Therapy.” 
4 New York State Psychiatric Instit 
All clinical observations, procedures, an 
wise identified, have been drawn from th 
Psychiatric Institute and Hospital, normally 
for psychiatric treatment of children, under t 


Service, Dr. Bernard L. Pacella. 


al, 722 West 168th Street, N.Y.C. 
d cases described in this chapter, unless other- 
e writer’s experience at the N. Y. State 
maintaining a clinic and a ward service 
he direction of the Chief of Children’s 


ute and Hospit: 
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approaches with children and calls for careful psychiatric skill, It must 
be simple and non-threatening, yet there is no easy sesame of explanation 
through a false description of the setting as simply a “boarding school”, 
it it is a hospital, or “a playroom”, if it is a clinic. Children are not 
ready to believe any explanation given them, and their suspicions are 
more than aroused when they have been traumatized by the experience 
of a court procedure, however carefully handled; by a so-called illness 
for which another doctor or clinic was incorporated; or by the judgment, 
however carefully reserved, of a teacher who recognizes the child as 
“different” and “ditticult” in relation to the others. The anxieties, 
threats, or misrepresentations of his parents have generally added to the 
anxiety, suspicion, resentment, or negativism of the child. 


When he reaches the psychiatric center, the child is aware that 
he has come because something is wrong, and frequently he has some 
understanding of the issues at stake. He knows that he has come to the 
psychiatrist not simply “to attend a new school”, and if led to believe 
this, his participation in treatment is probably delayed, if not blocked. 
Nor is he admitted to the clinic, simply “to play games”, unless he 4 
in the age of infancy, and can accept any experience as new ya 
without question. The average child, past five, is not readily diverte 
from a problem so recently impressed upon his mind and any finesse 
by which the problem is circumvented is not skipped in the child's 
awareness. 


Thus, the intake physician must be given freedom to deal with tbs 
child, apart from the parents, and gencrally, it is more wise than foolish 
to give the child repeated time to talk, or to express in whatever form 
of play, the distress that brings him to the treatment center. Brief sug 
gestion by the intake physician to the child’s past babyhood, if only 
to help him understand that this place can help him with problems 
and worries that make him unhappy, may suffice to convey to him that 
the doctor knows he is here primarily to tell his troubles and to be 
helped past them, even though they are not very clear to him. 


The parents or the custodians of the child spend the majority of 
time at intake with the social worker. It rests upon her to handle the 
intense anxieties of the parents, who see their child as “dumb” OF 
“impossible” at school; or as physically ailing without any detectable 
physical cause; or as one who has committed so heinous a crime against 
themselves and society. The psychiatric social worker who deals first 
with the child’s parents or guardians should naturally have some 
psychiatric knowledge and be able to reassure them from her ex 


PSYCHIATRIC CASE WORK 311 


perience with such problems that even this is not an exceptional and 
irremediable case. The skilled psychiatric social worker has, in most 
clinics today, been given this role at intake. 


The child’s understanding of separation from his parent at the 
clinic occurs at the beginning, because the parent is engaged in a dis- 
cussion with another clinical person, namely the psychiatric social 
worker. The psychiatrist by his very presence, in the absence of the 
parent, begins to assume the parental surrogate role in relation to the 
child. The child is unrestrained by the feeling that the psychiatrist is 
prejudiced in having seen his parents before himself, and the psy- 
chiatric social worker conveys at intake to the family that he or a person 
similarly equipped, is entrusted with their clinical participation. This 
d to exclude the family’s contact with the psy- 
h the psychiatric social worker 
e family or child 


procedure does not nee 
chiatrist nor the child’s acquaintance wit 
on the day of intake, nor should it convey either to th 


that the treatment process is unrelated. 


Both psychiatrist and psychiatric soci 
the intake process at Psychiatric Institute. While the child is in the 


playroom, apart from the parent and psychiatric social worker, the 


intake physician obtains a picture of the problem from the worker who 
the psychiatrist skip the 


has talked with the parent. In no instance does 
but this is timed and 


importance of meeting the parent at intake, j 
occurs without the child’s knowledge until the child has been first 


seen by him. After his first interview with the child, and subject to the 
child's admission, the psychiatrist usually makes a point of talking to 
the parent and child together, about the policies and facilities of the 
center. The psychiatric social worker likewise sees the child for an 
introduction and friendly contact, which superficially helps him over- 
come his doubts about the clinic’s acceptance of him and his behavior 
problem. In other words, even though both he and his parents have 
had a chance to tell about his problem, and the cat’s well out of the bag, 
so to speak, the clinic personnel are not unfriendly, as he may have 
expected. The child appears to feel a new found relief in having shared 


his problem in this atmosphere of tolerance. 


al worker serve together with 


This sense of sharing or unburdening is a decided therapeutic 
parents at intake. Their description of the problem is first 
thout much direction, to gain insight into parental think- 
eir point of emphasis. At the Institute, a complete 
d at this time, but some orientation to the family 
d, directed as much as possible around relation- 


gain for the 
assimilated wi 
ing and feeling at th 
history is not obtaine 
constellation is secure: 
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ships to the child. ‘Che social worker's function in treatment with the 
family, and the clinic or hospital treatment facilities and procedures 
are also explained. 


If the case is admitted to the clinic or hospital, the parent is pre- 
pared at intake for regular contact with the psychiatric social worker to 
whom the case will be assigned, with understanding that the psy- 
chiatrist will treat the child. Thus, the dual roles of psychiatrist and 
psychiatric social worker are established. The parent is made aware, 
however, of the psychiatrist’s guiding interest in himself and of the 
worker’s interest in the child, and emphasis is placed upon the necessity 
of parental participation in the treatment plan. 


THE HISTORY 


Routinely, the medical student learns co take a history on which 
to base diagnosis and medical procedure. Even the lay public has grown 
to expect this and an anxious parent often finds cause for doubt of the 
clinical service rendered, when Opportunity is not given to describe the 
problem at length with its medical and familial detail. This process 
not only provides framework for psychiatric procedure, but offers second- 
ary gains. 


If the history is taken by the physician an early evaluation of the 
parent can be formulated and mentally sick parents can be handled 
with this knowledge, limiting or defining from the first the kind of case 
work activity possible. This first relationship between the psychiatrist 
assigned to the case, and the parent, affords opportunity for their 
mutual acquaintance, which is not generally intensified by the parent $ 
subsequent lengthy contacts with the child’s physician, and has acte 
to ease and relieve the parent’s mind concerning the doctor treating 
his child. ; 


The cathartic value of history giving derived by the informant 
consists not alone in an opportunity to air the problem to a scientifically 
minded person who is an expert in his field, but to share, at least, the 
onus of a problem that the informant has so far borne alone. Many 
clinical centers, however, have deviated by various forms of approach 
from the routines of gathering a complete anamnesis (history) at a single 
sitting. ’ 

The social study, accrued in the process of sustained social case work 
relationship, has proved that frequently inaccuracies and mis-state- 
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ments are obtai y i 
ay dis Peai of fit pha Sree ee et 
involved with deep-seated attitudes a m a oa - me eae si 
as i no the censorship of public opinion. 
ay oo constrained to tell the whole truth about 
ith emotional content, or in his defensive 
he calculatingly mis- 
elf to tell his real 


a problem severely fraught w 
a i iv i 
nd protective attempt to impress the historian, 


repre i 
presents. Perhaps, a step-parent cannot bring hims 
child, fearful that for this very circumstance he will 


relationship to the 
blem; another parent obscures 


conclusively blamed for the child’s pro 
the fa i i i 
fact that the child has been a patient in a psychiatric hospital, ap- 


prehensive that his clinical admission will be denied; a parent may deny 
serious marital incompatibility, which when later revealed, proves to be 
the greatest source of the child’s conflict; one parent in giving the 
history described his attitudes toward each of his children and his 
handling of them as exactly the same. Much later in social study, he 
confided that he had always thought of one as his “love child” and of 
the patient as his “hate child” and had always treated them as such. 5 


vith its medical implications so traditionally the 


province of the physician,. has been repeatedly entrusted to the psy- 
chiatric social worker. In many clinics, the psychiatric social worker's 
first contact with the case is the routine gathering of a formal history. ê 
he skillful and therapeutic approach of 
dynamic, constructive experience 
the relative or patient 
ered. In any instance, 
sive orienta- 
which aims 
lues for the 


History taking, ¥ 


Much can be said about t 
history taking which can become a 
or merely a routine task, offering little more to 
than questions and answers, mechanically deliv 
the act of history taking for purposes of early and comprehen: 
tion to the problem is removed from that deeper therapy 


to treat the problem, but it can incorporate therapeutic va 
informant. Not only as a purgative, the process may include, on the part 
of the historian, much ¢ brief explanations Or by 


asing of tension by 
generalizations about clinic procedures, oF by non-commital universal- 


na M.: Psychiatric and Social Treatment Functions and Cor- 
uarterly, Vol. XI, July, 1937- 

e significantly i 
agnostic purpose: 


5 Hambreclit, Leo 
relations. Psychiatric Q 

6 Functional determinants operat 
al center when. an anamnesis for di 
iately upon a course of action. ‘This kind of organization with stupendous turnovers 
in patient intake, has transferred much of the history taking procedure to the psy- 
chiatric social worker. State hospitals, serving a large area where complications in 
traveling time and early contact inevitably arise, have frequently entailed the 
psychiatric social worker to visit the home to take the history. In applying immediate 
services for the work of the current World War II, the psychiatric social worker 
has been used to gather either the original anamnesis from the patient or a sup- 


plementary history from others. 


n the diagnostic and disposition- 
s is required to decide immed- 
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ization about the problem, believed by the informant to be unique and 
phenomenal in its proportion to any other. Of little value, however 
complete the coverage of so-called facts, is a history taking process 
carried out under a hurried, non-sympathetic, or martial direction, 
whereby the informant’s mounting fears in and of themsclves obstruct 
the facts or distort their proportionate significance. The informants 
apprehensions, usually present on early contact under any circumstances, 


are only increased by this process, and his cooperation for future contact 
may be effectively blocked. 


THE EMERGING PSYCHIATRIC SOCIAL CASE WORK PROCESS 


The psychiatric child guidance clinic has offered an unusual op: 
portunity for experimentation in child psychiatry with psychiatric social 
case work. Because of its relatively small and unified staff, it has made 
possible a consistent working relationship between psychiatrist and 
psychiatric social worker to study and develop together principles of 
psychiatric social treatment. The unknown environmental features feed- 
ing into the clinical picture and essential to understanding and treat- 
ment of the child’s problem have demanded close teamwork between 
the psychiatrist and psychiatric social worker. 


Psychiatric social case work with children has concentrated, primat- 
ily, upon work with the child’s parent, by focussing its attention upo” 
the child’s environment. This includes his play, his school, his friends, 
his interests, as well as his family life—the forces representative of the 
child’s externalization of self. In contrast, psychiatry and psychoanalysis 
of children are focussed upon uncovering and treating the child's inner 
emotional and mental life, much of which is his fantasy life, expressed 
by symbolism, in play, drawings, modeling, by gestures, and words. The 
psychiatric social worker’s successive contacts with the child’s family, 
usually one or both parents, gradually uncovers a dynamic picture o 
the experential and emotional life of the child in relation to those 
surrounding him. To accelerate his comprehension of the total problem, 
the psychiatrist or child analyst? sees the social findings of the psy" 
chiatric social worker as a clinical aid in fitting together the meaning 
of the child’s symbolisms and fantasies expressed during treatment: 
Because the developing ego structure of the child is essentially depend- 


7 The terms psychoanalyst, child analyst or analyst, as used in this paper, refer 
to the physician, psychoanalytically trained in child treatment techniques. 
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ee related to his environment, it has become an accepted 
at permanence of psychiatric treatment gains with the child 
ie pare a aperation, understanding, and relative handling 

SERS y the family, primarily the parents. In most instances 
this involves a reconstruction of parental attitudes, to some extent, 
around the parental relationship to the child if not between the 


parents themselves. 


depends upon the cooperation, 


Many external conditions are apparently, if not fundamentally, 
em—the family’s dissatisfaction with their econ- 


eset a ges apartment, a poor neighborhood, restricted 

l pportunities for the child or the parents, an unsatisfactory 
school adjustment, joblessness of the father, or the employment of both 
parents and the necessary incorporation of relatives and friends as care- 
takers for the child, etc. Unlike the case work of an earlier era, however, 


the worker has learned that a series of blind manipulative changes can- 
not relieve these social problems which are the outgrowths of the 
family’s thinking, feeling, planning, and interaction in the very process 
of living together, and that changes come about only through mental 
and emotional growth in the individual's sear 


entering into the probl 
omic situation, a congested 


ch for happiness. 

utions of psychiatric social treatment or case work 
with children have developed out of this two-fold requirement on the 
part of the child’s therapist, namely, 1) social (environmental) study 
and evaluation, and 2) social treatment of the environment. This two- 
fold purpose of environmental study and treatment go hand in hand, 
and are therapeutically a single process toward environmental ad- 


Thus, the contrib 


justment. 
1 case work with 


etarded growth in 
a number of co-existent 


for psychiatric socia 


No common procedures 
d. This seemingly 1 


parents have yet been develope 

established techniques may be attributed to 

factors, as well as the reluctance of those who work with human re- 

actions, to mechanize any approach into a systematized treatment 

procedure. The new and experimental nature of child psychiatry, 
he variation 1n 


the individuality of the case worker and the problem, t 1 
clinical facilities, all have their place in delaying an organization of 


process. Fundamentally, however, the procedure is relatedly dependent 
from its inception upon the clinical procedures and treatment tech- 
niques reflected by the psychiatrist OT analyst responsible for, the 


patient. 
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The psychiatric social worker, at the start, if not throughout 
the process, must deal with the parent's problem indirectly. The un- 
conscious drives and conflicts of parents are unknown, and therefore, 
must be handled by the social worker within the area of conscious 
thinking and feeling. It is recognized in child psychiatry that the 
parent’s psychological problems are usually the block to any final 
resolution of the child’s problem. Therefore, something must be ac- 
complished in the area of the parent-child relationship to release and 
relieve the parent for his better understanding and emotional accept- 
ance of himself in his relation to his child. Nor can it be overstressed, 
that no direct interpretation by the worker to the parent of his un- 
conscious feelings or personality patterns can safely or successfully be 
given him. Safely,—because the worker does not know the facts nor can 
she risk the arousal of unconscious anxiety with which she does not 
know how to deal; successfully,—because the parent cannot emotionally 
accept or understand such interpretation. It is generally accepted, 
however, that the parent’s influences and behavior in relation to his 
child are partially dependent upon his self-understanding. Finally, tO 
help the parent incorporate the necessary emotional and subsequent 
change in the parent-child relationship, he must gain some understand- 
ing of cause and effect of the child’s problem as this relates to himself. 


The following conclusions are drawn from our case studies; With- 
out dealing with the parent's unconscious attitudes, and without treat 
ing the parent directly, except in rare instances, the worker is attempt 
ing to help the parent formulate his thinking, feeling, and behavior 
in relation to his child. The key to the parent's capacity to function 
more successtully is the opportunity given for his emotional re 
pertaining to his conscious and recalled social experiences, which, 1 
handled skillfully, can lead to some gain in insight. The process to be 
effective, however, must contribute to the parent’s security imor 
taking away. In other words, the parent's security, self-respect, ane 
satisfactions in life must continue or be strengthened even though their 
emotional tone and substance changes in relation to the child or others- 
Psychiatric social case work with parents thus aims at helping the 
parent, 1) release his feelings about the problem and himself; 2) ga!" 
some insight about the problem and in relation to himself; and 3) re 
direct his emotional energy toward more constructive satisfactions 10 
the light of his own understanding and insight (change of attitude). 
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CON ERA 
ONSIDERATIONS OF THE THERAPEUTIC RELATIONSHIP 
IN PSYCHIATRIC SOCIAL CASE WORK 


1. Selection of Treatment Focus: 


5 Eee anapika those persons figuring significantly 
7 asd is va . Focus may center upon a selected person 
in the patient's environment, usually the parent, but may include or 
Ea for different functions than the psychiatrist’s, upon the child 
ee ee re shifts during the course of treatment, from 

Á other, or may include more than one member 
of the family, simultaneously. For exploratory or consultative purposes, 
or for cooperative planning, others in the environment may become 
participants in the process—siblings and relatives other than the parents, 
teachers, social workers from cooperating agencies, recreational work- 
ers, etc. Case work focus, however, is intended here to mean the person 
with whom the case worker maintains a continuous relationship in 
correlation with the child’s psychiatric tr 
the mother usually makes application for 
hild, either spontaneously or because 
the mother is the parent most 
oximity to the child throughout his 
social work has been generally 


eatment. 


In clinical experience, 
examination and treatment of her c 
of referral. By virtue of this and be 
available for contact and in closer pr 


daytime hours, the sustaining contact in 
focussed upon her. The father’s role with the child and his participation 


in a social treatment relationship with the case worker is always a facet of 
consideration. It raises interesting and challenging questions around 
case needs, relationship between parents and their acceptance of main- 
taining a joint role with the worker and clinic, the clinic's “tacit” accep- 


tance of mothers as therapeutic recipients of case work, and the forces 
of our socio-economic order w. t of the child’s devel- 


hich lift the father ou 
oping life. An effort is usually made to include the father in the course of 
the process, and early if possible, if only to acquaint him with the chn- 
ical procedure and to give him opportunity to air his views about the 
child. Frequently the father is not interested in maintaining 2 contact, 
even though he approves psychiatric treatment for the 


child and regular 
participation by the mother. In other instances, “wild horses” could not 
keep him away- 


When clinical setti 


limited to one or two psy 
larger staff of psychiatric social workers, 


cause 


er of patients, and are 
with a proportionately 
hiatrist or analyst may 


ngs embrace a large numb 
chiatrists or child analysts 
the psyc 
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follow through as a consultant for a majority of child patients who are 
carried largely or exclusively upon a psychiatric social treatment level. 
In the absence of psychiatric staff to give the desirable amount of treat- 
ment time to each child, this case work approach with children has been 
found generally most effective with those personality and behavior prob- 
lems that are well extraverted and largely stimulated by a conditioning 
of an environmental nature, often coming for example, from a school 
setting or from a court. 8 


At first glance, this plan of treatment may appear to brush aside 
all criteria concerned with professional function in the fields of psychiat- 
ry and psychiatric social work. It must be borne in mind, however, that 
the psychiatrist has seen and diagnosed the child. Having recognized 4 
major function for psychiatric social work in the problem, he follows 
psychiatric social treatment procedure upon a regular consultative basis- 
Through constant consultation with the worker, the psychiatrist takes 
responsibility for the treatment process, and stands ready to offer direct 
psychiatric assistance, should this prove necessary. However little or 
much the worker may be treating psychological aspects of the patient or 
family, the case is under the supervision and diagnostic control of a 
psychiatrist. 


The psychiatric social worker, in a psychiatric social treatment Te 
lationship with older child patients who verbalize aims, as with family 
members, to encourage their expression of social problems with their 
corresponding emotional reactions, thus to clarify and objectify toward 
a better total understanding and self-adjustment. Incorporated in this 
endeavor is the aim to help the patient externalize himself. The worker 
may also bring to the consulting psychiatrist or analyst his observations 
of the young child at play. From the latter, significant features of the 
child’s mental and emotional life are gradually evaluated by the psychiat 
rist, and methods are carefuliy planned between psychiatrist and worker, 
by which the latter may assist the child in bringing some of his uncon- 
scious conflicts to consciousness and then handle these with the patient. 4 
The worker’s methods for accomplishing this are not identical with 
those methods of the psychiatrist that attempt not only to uncover, but 
to interpret unconscious material. A consistent consultative relationship 


8It should not be inferred from this generalization that all problems met by 
the court or school are extraverted behavior difficulties. 


9 The Jewish Board of Guardians, New York City, which includes the function 
of clinical service, is experimenting with other approaches than these described fF 
sychiatric social case work with children, under the direction of their consulting 
psychiatrists. 
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with the psychiatrist promotes the worker's better understanding of the 
unconscious mechanisms operating in any case and reduces the risks of 
faulty handling of the child. Thus, a new, more dynamic, more keenly 
aware, and more skilled case work approach can grow out of this close 
association between the psychiatric social worker and the psychiatrist. 


The psychiatric social worker's activity in the majority of settings 
does not focus upon the child receiving psychiatric treatment, although 
it usually includes the child. In the hospital service at the Institute, the 
child is early acquainted with “his social worker” through superficial 
but regular contacts on the ward, and is told at the beginning that the 
worker is seeing his mother or parents. The worker asks about his hob- 
kies, talks with him on general topics, reads his books with him, draws, 
plays games, or she may invite participation from a few of his pals on 
the ward. The worker's observations of the child at play and with others, 
his imagery, special interests, activity, etc., are carefully recorded. Many 
times he has messages to send his mother or father through the worker, 
which maintains for him a feeling of relationship to his home. In rare 
instances, the worker may be used to bridge a gap for the hospital child’s 
lack in parental attention, wherein the worker spends extra time, takes 
him on excursions or buys him a desired toy which he cannot obtain 
from his parents as do the other children. Outweighing the advantages 
of this plan, however, are the dangers of arousing among the other child- 
ren a vicious jealousy toward the child and a rivalry for the worker 
“who is so much better to Bobby”. This kind of “mothering” may better 


come from a person other than a member of the regular staff, possibly 
a volunteer, 


__ When a child is ready for hospital discharge, he is well acquainted 
with “his social worker” and much that is done to extend his activities 
from the home into the community. His re-establishment in school or 
his entrance into community play groups is readily facilitated. A sustain- 
ing contact is sometimes carried with the isolated child for a period of 
time when the worker, then without competitive interference from a 
living-in group, can companion him, if indicated, on planned excursions, 
and gradually ease his entrance into groups with others to the point of 
his complete separation from the worker. 


Observation of the clinic child at play as he awaits his interview 
with the psychiatrist can promote a natural relationship between the 
child and the psychiatric social worker. For the student or worker, in- 
experienced with children, playroom observation of the clinic children 
in a group offers reciprocal advantages. 
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Although superficially acquainted with the child, the psychiatric 
social worker may develop a sustaining relationship with the older child 
or adolescent in the hospital or clinic as the child’s psychiatric treatment 
is gradually reduced or terminated. With his gain of insight from psy- 
chiatric treatment, the patient is better able to apply the worker's assis- 
tance in regular discussions, in thinking through his problems or plans 
and his associations with family and community. 


The following case exemplifies a relationship in which the worker 
served as a kind of receiving screen on whom the patient, at each inter- 
view, would project his problems and air his feelings. Together he and 
the worker looked at his problems, considering alternative possibilities, 
but he usually decided and acted to solve them entirely alone. 


Paul, fifteen, a shy, retiring, self-conscious boy with an eT 
of unidentified hostility at time of admission, diagnosed as an car 5 
schizophrenia, interviewed the worker weekly for about a year an 
a half after nine months’ hospitalization. . : 

During this period, he resolved a rivalry situation with his 
older brother, with whom he began to identify through his deeper 
understanding of his brother’s frustrations. 


He brought to the worker his problem with his parents aa 
observed, with insight, the strivings and conflict between his mot r 
er’s dominant trends and his father’s escape tendencies. He conclud- 
ed his father’s reactions were not “rejection” of him or “inadequacy » 
formerly his interpretation, but a deep wish “for peace”. Nor was 
his mother “mean”, she was “just made that way”. On settling this 
conflict, he mastered his own living situation entirely alone, €x; 
cept for discussion with the worker how best to avoid “hurting 
his parents’ feelings, and managed gracefully to arrange to live 
with his grandparents. 

He also brought up his relationship problems with girls and 
boys. At first, pathetically ill at ease and self-conscious with girs» 
he was able at last to make a few successful dates, and on terminat 
ing his interviews with the worker (a young woman), he remarke, 
“I know I see girls differently because of talking with you. I ca 
talk with them too, now, without having a cold sweat.” 


. P . r soppi t- 
In evaluating this result, it appears that the child’s psychiatric — 

ment had facilitated his capacity to articulate, to appraise his om," 

and to understand some of his own feelings in relation to others. T 


social worker’s approach encouraged these developments and provided 
additional suggestive props. 10 


10 The therapeutic potentialities of “ 


ts, 
group therapy” with children and adolescen 
are described in this volume in the cha 


ts 
pter by S. R. Slavson. Other successful ie is 
of this form of treatment are reported by institutional settings, wherein the Z nifying 
not threatened by the competitive average development. In relating and iden corre- 
themselves with others enough like themselves, the patients are afforded many 
latives accruing from the regulated timing offered in individual therapy. 


921 
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2. Diagnostic Evaluation for a Therapeutic Relationship with the Parent: 


Before considering the parent personality conducive to a “therapeu- 
tic relationship” in case work, the meaning of such a relationship should 
be clarified. As used here, this term is not to be interpreted in the tech- 
nical analytical sense, namely, the patient’s capacity to form a relation- 


ship of the quality desirable and necessary for an analysis of the un- 
conscious. 

The term is used here to represent a reciprocal relationship between 
parent and worker by which the parent can be emotionally relieved and 
assisted with a problem outside himself but directly related to himself, 
involving his emotional or feeling self. A therapeutic relationship in 
psychiatric social work with children comes as the result of the parent's 
desire for help in a problem with his child which he can see concerns 
himself as well; therefore he seeks help for himself in relation to the 
child. A therapeutic relationship in social treatment with a parent is 
established, I believe, only when the parent is willing and able to ex- 
amine the problem with the worker in an effort to view and understand 
more clearly his own feeling relationships as well as those of his child. 


For the parent who is able to establish a therapeutic relationship. 
case work aims in any clinical setting must also be carefully correlated 
with administrative procedures in treatment of the child. For example, 
a child under hospital treatment, while the parent is regularly carried 
on a case work basis in a therapeutic relationship, may be discharged 
from the hospital to continue treatment with a private psychiatrist. Case 
work with the parent ordinarily stops at the child’s transfer for treat- 
ment elsewhere. If a therapeutic relationship is begun with a parent, 
the psychiatric social worker undertakes a definite responsibility, and 
should foresee an imminent closure of the case to prepare the parent 
against a sudden and disorganized break. The course of case work thus 
should be carefully gauged in close correlation with the progress of 
therapy and changing plans in the case. 

It is seldom if ever possible at an initial interview, to view the par 
ent clearly enough to say for certain that he cannot use the worker's 
relationship in a therapeutic sense. However rejecting he may appear 
to be, either of the clinic’s treatment procedure or of the child, he is 
usually expressing a strong defense against his own severe feelings of 
parental failure and frustration, and a sense, perhaps, that the clinic has 
been forced upon him. He may have come, true enough, by choice rather 
than by force, although there are those situations in which his fear of 
the court, the Society for Prevention of Cruelty to Children, or the 
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te 
bic 


threat of the school, strongly motivated his choice. He may have come 
because desperate about his child, rationalizing that he will place him 
or give him over to the hospital to save him from a worse disaster. A 
parent may have become so repeatedly enraged by the child and involv- 
cd in the mesh of his own maladjusted marital relationship, that he 
brings his child to a hospital, a placement agency, or petitions to the 
Court, as a punishment against the child and as a retaliative measure 
against the other parent. To some parents, the very character of the 
child’s problem,—rebelliousness, cruclty, stealing, lying, sex play, is re- 
volting. The conditions underlying a parent's strong attitudes or his 
seemingly drastic decisions, if they exist, are the outgrowth of his own 
severe emotional experiences which, usually, he has carefully concealed 
at intake or when giving a complete history. Some parents are themselves 
obviously psychotic or severely neurotic, yet they are making a commun- 
ity adjustment of a kind. They are taking responsibility for the care of 
their child and this is their cause for attending the psychiatric center, 
however threatening the experience may be to them. 


We have found that diagnostic evaluation for social treatment pos- 
sibilities in the parent-child relationship depends to a large extent upon 
a fairly accurate appraisal of the substance and consistence of a parent's 
fecling about the problem and the conditions motivating his first trip 
to the clinic. An essential indicator for such diagnostic judgment has 
proved to involve the parent's feelings of guilt more than anything he 
may first say. The emotionally disturbed and anxious parent, however 
explosively negative at first, usually arouses a favorable doubt. For any 
kind of sustained social treatment with a parent, aimed to revise a firmly 
entrenched pattern of behavior with its accompanying attitudes, the 


mental health of the parent, his age, rigidity, and the family structure 
must always be taken into account. 


One mother, highly disturbed and incensed over her child’s 
rebellious, cruel, and sex-trended activities, exclaimed to the worker 
during her first interview, that she hated her child (just admitted 
to the hospital) , that she could not bear to have him near her and 
that if the hospital did not keep him, she’d kill him. 


Her remarks and emotional outburst would give the person dealing 
with the mother a decided sense of her unbiased hatred and desire t° 
transpose all responsibility for her child to any vehicle most convenient. 
This might prompt an immediate diagnostic conclusion that this mother 
would reject any effort to bring about a change of her feeling toward 
her son and his problem. Reserving an opinion, however, the worker 
gave the mother acceptance and understanding based on the real dif- 
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ficulties engendered for her by the child, and another appointment was 
made for the following week. 


By the next interview, the mother was less distraught and ex- 
tremely apologetic about her remarks concerning her son. “After 
all, he is my child”. She had been thinking about him as a baby 
and little boy, how sweet and affectionate he had been. Surely, 
there was some reason for his behavior, quite likely an experience 
at school, or the int!uences of a bad gang he worker reassured 
the mother of the hospital's interest in the patient and of her wis- 
dom in recognizing his need for treatment now, and restated one 
purpose of the mothcr-worker relationship,—to study together for 
mutual understanding the patient’s life experience and sensitive 
points, since no single experience can explain a personality problem. 


Within a reasonable time, the mother was entering eagerly 
into the treatment relationship, gradually relinquishing her ten- 
dencies to project the problem, gradually gaining contidence in 
the worker’s understanding of her thinking and feeling, whatever 
the problem's cause, and later reporting about hers and the patient's 
improved relationship on his weekends at home. Before the latter 
had come to pass, however, the mother had discussed many pros 
and cons of the home situation and family relationships; she had 
become a little more aware of herself in the setting and had drained 
much hostility and fear, which she had formerly concentrated upon 
the patient. 


In this case the mother’s vituperative expression of hatred for her 
child proved not to be a fixed attitude, her anxiety and positive feelings 
for the child counter-balancing this trend enough to offer hopeful pro- 
gnostic opinion for social therapy. 


In another instance, a stepmother came to the clinic with her 
stepson whom she calmly described as “hopeless”, “dull”, and “im- 
possible”. On a few occasions, he had “even run away from home”. 
He was “cold and unaffectionate.” She had brought him to the 
clinic at the urgence of his father who wanted the clinic’s opinion 
and recommendations for his placement in a military school. 


The child, when seen, was an intelligent, responsive, good- 
looking little fellow of ten, who explained that he tried to be 
“good” but his parents thought him “bad” and that nobody, he 
felt, really loved him, unless it might have been his grandparents 
in Germany. With them he had lived since infancy, following his 
own mother’s death, until his father had taken him to America 
when he was six years old. 


To better understand this problem, presented by the step- 
mother without show of outward feeling except for a calm, harden- 
ed, and weary acceptance, the boy’s own father was interviewed. 
The father proved to reflect the stepmother’s attitude, although 
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he was even more vindictive. His wife and he had tried everything. 
‘They had bought him many expensive clothes with which the boy 
was “so careless”. They had taken him on trips to the zoo and the 
Fair. They had sent him to school from the time of his arrival in 
the United States, and he immediately began to fail. He was “‘lov- 
ing” to their faces but “sneaky” behind their backs, running out 
and away at mealtime. Beatings and seclusion had not helped. 
‘The child had made no friends and was too “dumb” to associate 
with children at school. 


lt mattered not what suggested approach in handling was 
mentioned by the worker in an attempt to learn more about the 
problem. When asked, the father had not played games with his 
son. “I can't be bothered, I'm no. child.” Nor did it matter that 
the school reported no real trouble with the boy, who seemed to 
the teacher serious and unhappy, except for his poor application 
wud consequently poor grades. 1t did not help the father nor the 
stepmother to see the psychiatrist, who spent more than an hour 
to talk with them, during which he advised that our tests proved 
the child was above average in intelligence, but functioning below 
this, that he showed a decided reading disability for which he 
needed remedial training, and that he suffered from his worry 
over his parents’ love for him. The father and stepmother, who 
were given every known opportunity to express their feelings and 
varied experiences with the child in the hope that some possible 
positives would emerge from their four years’ association with him, 
remained adamant. They merely reiterated the symptomatic pic- 
ture at first described. After a few interviews they withdrew the 
child to search for a military school within their means. Other 
suggestions for school placement or temporary home care, apart 
from them where the problem caused them unhappiness, were 


negated by them. “He must attend ili here he 
would be disciplined”. i A er 


Here we had a problem that proved a “fast”, immovable to any 
known initial approach. ‘The clinic could not reach the feelings of these 
parents nor stimulate their confidence enough even to talk frankly and 
feelingly about the child’s problem, or their own. We are at a loss in 
such an instance, to analyze the facets of this deep parental rejection. 
Surely, the parents had a problem. Their trip to the clinic indicated 
their desire to solve it. In trying to sift these unknowns we can only 
speculate upon the strong conditioning forces that made them as they 
were. We often say the parent is not dissatisfied enough. This is quite 
true in a sense. ‘The parent is dissatisfied enough with the child to visit 
the clinic but not dissatisfied enough with himself as a parent. He will 
not or cannot identify with the child and his guilt feelings about the 
child are so successfully repressed that he tries only to use the clinic as 
a means to forward his own plans, which formulated, he will not change. 
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There is every shade of variation in the long gamut of resistance 
and rejection evidenced by parents toward their children. Instances are 
rare in which we find such extremes of hostility and rejection as those 
expressed in the cases just cited. The subtler expressions of parental 
hostility and their influences upon children’s lives are more frequently 
observed, yet many times as difficult to reach and to treat. To determine, 
for diagnostic purposes, the depth of parental rejection and evaluate 
the positive strengths of parental love, is one of the most baffling prob- 
lems in child psychiatry. Leading authorities have repeatedly warned 
that the phrase, ‘a rejecting parent’, has been bandied about too glibly. 
We seldom find a totally rejecting parent. Yet, we find that our concert- 
ed clinical skills cannot reach all parents and that, however carefully 
applied, more than a few interviews are required to determine the treat- 
ability of the parent-child relationship, conditioned as it is by the life 
forces and desires of the parent himself. We have learned that any at- 
tempt by the psychiatric social worker to modify attitudes in parents can 
never accomplish a complete change, yet we find that something can be 
done by the worker in most cases, and in many a great deal, providing 
time enough is given. 


As said, parents do not come to the children’s clinic for treatment 
for themselves. Nor does the parent recognize the psychiatric social 
worker as the doctor. Although there is little in our literature today to 
Support this statement, it may safely be said that however therapeutic 
the elements of the worker-parent relationship, the parent brings to the 
worker a quality of problem and self-expression differing from that which 
he would bring to a doctor. Thus, the parent’s own concept of the wor- 
ker's professional function does much to define the content and condi- 
tion the terms of social treatment. 


Psychiatric treatment of the parent may becomes a clinical objective, 
namely, that the psychiatric social worker help the parent recognize a 
problem in himself and prepare him to want and to accept psychiatric 
treatment for ıt. With selected parents who are not psychotic or severely 


Psychoneurotic, some therapeutic methods in psychiatric social treatment 
of parental attitudes have been devised. Outstanding among these is 


Levy’s formulation of attitude therapy. 1 In this technique, the worker 


11 Levy, David M., M. D.: Attitude Therapy. Am. J. of Orthopsychiatry, October, 


1939. This form of therapy designed to treat the attitudes and feeling relationships of 
a parent, usually the mother, was developed by Dr. Levy with psychiatric social workers 
at the Institute for Child Guidance, New York City. Several conditions have been for- 
mulated, determining the use of this technique in casework, among them, that the pro- 
cess of the psychiatric social worker is supervised and under the constant control of a 


skilled psychiatrist or analyst. 
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deals with the parent directly, as a therapist, for those problems that the 


parent sees in himself and that focus consciously with him in the realm 
of his social relationships. 


In the usual social treatment relationship, however, the parent oF 
focal person, including the child patient, comes to the psychiatric social 
worker to solve a problem outside of himself, although closely related 
to himself, and all personal therapy is given indirectly, developing out 


of his own interpretation and self-direction on seeing the ramifications 
of the problem. 


The parent’s capacity to verbalize and to associate relative relation- 
ships, thus appreciating the significance of cause and effect, become 
essentials in che worker’s indirect assistance given the parent toward in- 
sight. Poor powers of association of the parent make it particularly dif- 
ficult for the psychiatric social worker to treat the parent whose charac- 
ter trends are best described as obsessional or compulsive. Such a parent 
thinks in logic tight compartments. Each thought is an entity in itself. 
Threats to his ego predominate and any correlative attempt at associa- 
tion made by the worker is rejected as irrelevant or received as criticism. 
He carries a chip on his shoulder and is apprehensive, tearful, and in- 
secure. “is very meticulosity and concern with details screens and pro- 
tects him from the world and his child. Essentially unhappy when things 
are not done according to the parent’s formula, the random child be- 
comes a thorn in his flesh. Such a mother may live happily with a deli- 


cately attuned husband, but the training of her perverse, incomprehen- 
sible child is the “straw that breaks the camel’s back.” 


Many such cases are futile at outset for the skills so far developed 
in psychiatric social work. Yet, there is no clear-cut simple decision 
about the effectiveness of social treatment in this type of parental prob- 
lem. Many such parents possess additional compensating qualities. Given 
time, some can identify with their child, especially on the basis of their 
own experiences, which they usually remember well. Many are invested 
with the ideal of making a success, and failure as a parent to them, 1$ 
difficult to accept. They are apt to make the greatest of all efforts = 
control themselves against unbearable odds. Thus, their very rigidity 
may become a first, though not a final, tool in treatment. They deter- 
mine to come to terms with their problems as they relate to the child. 


If psychiatric social treatment is given, it usually should be ate 
two or three times a week for a time at least. sea; os he pe 
request for specific remedies can early be evaluated cake ta pasts 2 = 
social worker fails to spur him on toa less denne; area | pr a 
lems, it can be acknowledged fairly soon that 
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this parent do not meet the requirements. Theoretically speaking, much 
has to do with the parent's desire to be a “good parent” which at all 
costs should not be shaken by a reproving and interpretive remark such 
as, “Why must you be such a good parent”. Usually, his entire concept 
of parenthood is built around this aspiration and to ask this question 
outright is to attack his ego structure, including much that is uncon- 
scious, and would attack his self-defense structure. When the weak but 
ambitious ego of a parent with an obscssional-compulsive character is 
threatened in social treatment, it becomes evident that he is at a loss 
In preserving his self-respect, and contact with him may dwindle by his 
frequent broken appointments, if he does not break the relationship 
entirely An unending amount of patience and self-restraint are neces- 
Sary with such parents and here the skills of the worker are important 
also. Handling any parent's problem with a sense of humor helps at 
times, and the emotional lability of the compulsive parent can be gauged 
somewhat by this device. 


A therapeutic relationship must first be established between the 
worker and parent before any results from social treatment of the parent- 
child relationship can be observed. The parent must give of himself 
in the contact, as well as take. Diagnostically speaking, it can be said 
that the psychiatric social worker has a few if any tools at her command 
In social treatment with a parent who cannot express emotion, whose 
calm and carefully controlled defense cannot be penetrated upon a con- 
Scious level, who consistently projects the problem with little if any 
guilt, or who is so extremely immature. narcissistic, disturbed, or scat- 
tered, that he cannot identify with the feelings of others. 


3. Parental Determinants in the Therapeutic Relationship: 


Opportunity for choice in forming a therapeutic S o ee 
the psychiatric social worker should be given every pepi ea ironie 
Usually interested and concerned enough about their child to we a 
discussion of the problem with a sympathetic professional member o 
the clinical staff. The parent who is introduced to the worker's function, 
will use the worker to satisfy his greatest need. However superficial first 
Services may seem, the parent usually seeks help with the emotional 
problem threatening his relationship to his child. If he resists such help, 
however, no amount of active pursuit can reverse his opinion. In many 
Instances, a therapeutic relationship to understand and to treat the 
Parent’s emotional reactions to the problem is advisedly not cama oo 
nor should the psychiatric social worker feel impelled to do a “trea 
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ment” job. In this class fall those parents who are psychotic or severely 
psychoneurotic. Here, as under circumstances in which parental resis- 
tance is met, the parent is offered the worker’s service for the kind of 
usefulness to which the parent can adapt. Psychiatric social workers 
should feel secure enough in themselves to find satisfaction in little 
things done well,—occasional interviews, sympathetic understanding, 


concrete services,—even though seeing a larger area of treatment, which 
they cannot touch. 


One Irish father who had resisted a social case work contact, 
returned to the social worker after she had conducted him to the 
main lobby, with the remark, “It did me good to see you, so cour- 
teous as you were, even though I hadn’t wanted to talk with you 
about the boy. Now, I want your advice about my son.” He found 
the worker’s explanation for being unequipped to give specific 


advice a logical one, and in the end, he was an ardent supporter 
of her approach to the problem. 


Many parents are mentally too sick or disturbed to make use, we 
believe, of a “therapeutic” worker-parent relationship. Yet, they often 
seek the worker's sympathetic understanding to relieve their anxious 


concern, finding for themselves a level for a case work relationship which 
cannot be theoretically predicted. 


One mother of this type insisted upon a weekly appointment, 
after hospitalizing her only child, and often called for an emer- 
gency appointment before the week was up. Her problem was that 
of managing her hyperactive son, Frankie, a boy of six, and a crit- 
ical husband, apt to become intoxicated and abusive. It became 
obvious that the mother’s suspicious, delusional personality and 
the father’s alcohclic problem, were reciprocally exacerbated, each 
by the other and both by the child. When she came to the worker's 
office, the mother usually became hysterical over her problems, 


trembled, and shouted, but at last calmed enough to return home 
again. 


At time of discharge from the hospital, 
placement was advised, but this the parents, both threatened and 
possessive of the child, could not accept. Although the mother 
tried to be calm, having discovered that her calmness made her 
husband less inclined to drink, and her management of the child 
in some ways had improved, she finally asked the worker to make 
arrangements for a boarding school placement for Frankie, with 
which plan the father had also come to agree. She explained that 
she and father were not “good” for him and that she would work, 
instead, “to help him be like other boys”. Through her many inter- 
views with the worker, she had finally found one good emotional 
reason for placing Frankie, namely, that she was giving him up 


a boarding school 
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so that “he could learn to be happy”. This thought had impressed 
her in the worker’s interpretation of purpose for hospital treat- 
ment and with this desire, she too identified. 


The mother comforted herself with this plan to find work and 
a day time English course, which she had first contemplated while 
Frankie was in the hospital. She also had worked out one conclu- 
sion around her relationship to her husband, namely, that he, who 
called her “dumb” and “no good”, really wanted her attention,— 
the reason he could not let her go to school at night which she had 
first planned. 

All these urges in the mother to solve her problems had been 
evolved through her disorganized, emotionally distraught discus- 
sions with the worker, and in contemplation by herself. Whatever 
the unconscious motives for her decisions, this mother was moving 
to free her son from her pathologically dependent relationship to 
him, and strengthen her tie to her husband by taking an English 


course so he would not think her “dumb”. 


This case exemplifies the difficulties in determining a “therapeutic 


relationship”, for this distraught mother, given only a listening ear by 
the worker with reassurance and support, or a few suggestions and gener- 
al explanations, clung to the worker with persistent dependence, mak- 
ing and using this relationship constructively, as a medium for her own 
thinking and feeling, until she was able to formulate a plan and act 


upon it. 


CONSIDERATIONS OF APPROACH IN PSYCHIATRIC SOCIAL 
CASE WORK WITH PARENTS BASED ON CASE STUDIES 


ith one or both parents to explore the 


factors contributing to the probiem for the purpose of reaching a better 
understanding of the child and his problem, has been the ere 
approach with parents in this setting. 12 It seldom can be overemp ipsa 
to the parent that his knowledge of his child is a most significant co 

tribution to total clinical understanding. In concentrating attention 
upon the parent’s feelings and his thinking about causes ot the ma 
lem, the parent’s anxieties as well as his eagerness for a speci ic ee i 
mediate solution to the problem are generally dispersed by his newfoun 


A therapeutic relationship wW 


12 Wickman, Katharine M. and Langford, William S, M, D., The parati in me 
Children’s Psychiatric Clinic. Am. J. of Orthopsychiatry, Vol. genes Sunet Tk ts 
article, the authors emphasize the worker's therapeutic responsibi ity h p d 
his parental role, to build his security as a parent and as a person. ie o ee 
‘security’ in parenthood has usefulness in formulating @ goal appropriate y 


peutic work with parents and in evaluating progress in treatment. 
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interest in participating with clinical study plus the given opportunity 
to express his own feelings to an interested and understanding profes- 
sional person. This combined emphasis—the worker's interest in the 
parent as a parent and as a person, and the worker-parent relationship 
instigated to help the child—dispels for the parent the concept that he 
is coming to the worker for treatment for himself as a patient. A new 
and subtle therapeutic element creeps into this worker-parent relation- 
ship contrasting from the parent's previous contacts wherein the gather- 
ing of information was the acknowledged purpose. He is coming to the 
worker for help for himself as a parent, and to give his help in clinical 
treatment of his child. He thus is fulfilling his job as a parent in a clini- 


cal relationship with the worker, which is primarily a relationship 
wherein he gives and. takes. 


An amount of inquiry into a problem is required in any agency. In 
some, functioning to give practical services or counselling, a therapeutic 
relationship in the sense here described is not advisedly established, al- 
though the emotional self of the client is appreciated and handled. A 
well directed question and answer approach—business-like, respectful, 
sympathetic-may uncover enough descriptive and factual data for spe- 
cific aid, steering, referral, or advice to be given. In determining some 
urgent aspect of a problem, this directive process may necessarily become 
the first approach for any setting. 


With many highly disturbed and conflicted persons, a well directed, 
impersonal inquiry into the facts of the problem has its strong therapeu- 
tic values for the client, transmitting to him a sense of clarity, organiza- 
tion. and support. When the emotional aspects of a problem are con- 
sidered, however, a direct question and answer approach begins to fail. 
Permitting the informant’s initial undirected discussion of his problem 


and the choice of focus for uncovering his defenses, has proved the wisest 
course. 


To form a therapeutic relationship with parents, any case work ap- 
proach that tends to intellectualize the problem should be avoided. To 
achieve this is doubly difficult when the worker is confronted by a de- 
manding, insistent, questioning, or despairing parent. Some explanation 
and generalization is necessary, but any information giving “tools” of 
case work, which may later be used discernedly in the process, namely,— 
advice, interpretation, an educational approach, recommendation, even 
suggestion, unless understood as a temporizing measure,—are apt to 
place the initial meeting point between parent and worker upon an 
intellectual footing. Once begun, this relationship, which is not thera- 
peutic for the parent, develops into a stilted process of exchange. The 
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parent comes more or less regularly, to report about the problem and 
receives advice, interpretation, or other mental hygiene talk from the 
psychiatric social worker. Thus, before any knowledge about the parent’s 
problem or “feeling” has been obtained, the worker finds herself em- 
barked upon an uncharted course. She has presumed, unwittingly enough, 
to know the answers and invites upon herself the responsibility for 
“cure”, while the parent's emotional self remains sealed from the inter- 
view. The parent does not share, in this relationship, in an effort to 
understand what lies beyond these daily irritations, although he may 
become increasingly embittered, when the worker’s well-intentioned 
advice does not show results. 


Added to the worker's predicament are the psychiatric hazards which 
she assumes. With many parents and others, an interpretation can be 
misinterpreted by them, or may be false and misleading, or highly dis- 
turbing in the light of their anxiety. In fact, the very word “interpreta- 
tion” with all of its analytical implications, becomes a “bugaboo” to the 
child psychiatrist who is responsible for the progress of the child’s treat- 
ment, as well as indirectly, for the parent’s mental health. Interpretation 
may best be avoided, as such, in any area concerned with psychological 
and emotional reactions of the parent or child or other family member 
even less well known to the worker, although tentative queries or com- 
parisons are useful to implement the informant’s own associative pro- 
cesses around causes and conditionings. 


Much in the worker's emotional tone and sincerity offsets misinter- 
pretation or unusual sensitivity around any questions or statements 
given, and no case work relationship can be more painful and ineffectual 
than one in which the worker feels constrained to an intellectual pre- 
view of her every word or act. The worker’s awareness of the deeper 
emotional significance to the informant of his questions or comments 
should be sensed, however, or the rule “when in doubt, don’t” is a good 
one to follow. 


1. Supportive Approach: 


A supportive approach 13 provides a natural beginning for any 
therapeutic relationship. In his first interview with the worker, the parent 
is usually concerned and emotional about his child, yet apprehensive 
of the worker's or clinic's misunderstanding and criticism of him as a 


18 Hambrecht, Leona M., Psychiatric and Social Treatment: Functions and Cor- 
relations; Psychiatric Quarterly, Vol. XI, July, 1937. (See description of Supportive The- 


rapy.) Op. cit. p. 10. 
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parent. After the parent’s questions about the center or the worker's 
function have been sufficiently explained, the parent is encouraged to 
talk about his problem with his child as he sees it, without much direc- 
tion. The worker emphasizes one purpose of the worker-parent relation- 
ship, namely, that no single circumstance or influence can explain the 
patient’s behavior and that its meaning can best be understood through 
mutual study of the problem. In this sense a “supportive approach” is 
a “study approach” with the parent. The worker serves a “listening” 
role and the method is “supportive” in that the parent’s feelings, attitude, 


or philosophy expressed are accepted without any attempt by the worker 
to modify these. 


The problem in the beginning usually comes to the worker in the 
form of complaint. The worker expresses sympathetic understanding of 
the parent's difficulties and feelings making way for the parent's further 
elaboration of the problem with gradual recognition of his related feel- 
ings. At no time is partiality expressed by the worker in the area of the 
parent's rightness or wrongness, thus creating from the first an atmos- 
phere in which the worker's moral judgment or blame is eliminated. 
The concept of understanding may be conveyed by a mere nod, inter- 
spersed occasionally, by a non-committal, sympathetic remark reflecting 
the parent’s thinking and feeling relative to the subject discussed. For 
example, an instance in which the parent's guilt or self-blame predomin- 
ate, the worker’s simple comment to the effect, “you blamed yourself”, 
focussing upon the parent’s own feeling, may arouse even at an early 


stage of treatment, a doubt in the universality of this judgment he feels 
so strongly. 


The following extracted material illustrates this kind of nonjudg- 
mental handling by a worker in a first interview with an oversolicitous, 
resistive, perfectionistic mother of a four-year-old girl patient, Frances, 


whose problem was first described as exclusively her refusal to take suf- 
ficient food. 14 


“Mother described with intense feeling how she had stayed 
up nights rocking patient when she cried as an infant. (Frances 
was difficult from babyhood.) From the first month Frances had 
been a great care to mother. Mother knows now, she should not 
have catered to her but she had to think of father and Adele who 
needed sleep. (You felt you had to sacrifice yourself for others.) 
She was always worn out. (You must have resented this.) It was 
mother’s job to care for the child but she had overdone it. She had 


thought of placing her in a ‘sort of military school’ but the doctor 
said this would not help.” 


14 Words in parentheses are the worker’s comments to the mother. 
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The worker follows the parent in an attempt to rephrase or recap- 
ture the parent’s feeling tone and the circumstances described, not as 
the worker's interpretation, but in comment for clarification, which the 
parent may accept or reject and further elaboration usually follows. 
The object is to give the parent every opportunity to talk freely and 
with ease, without distraction or disgression by the worker through in- 
troduction of a new emphasis or illustrative example other than the 
material brought to the interview by the parent. 


Specific answers concerned with handling of the problem are not 
given, although the parent's anxiety at this early pitch of treatment may 
be eased by universalizing the problem, and reassurance is also given, 
based on reasons associated with the material discussed, such as “you 
were tired”, “you were under unusual strain”, “you felt confused”. Any 
of the more inventive and suggestive methods used in other case work 
procedures are not in keeping with the purposes of a supportive ap- 
proach which attempts to assist the parent: 1) to describe the problem 
with corresponding feeling, 2) to release his feeling, and 3) to express 
his own thinking or philosophy without a sense of criticism or difference 
of opinion. As a supportive “approach” develops into supportive “the- 
rapy” or treatment of these expressed feclings, the parent is helped with 
the worker’s direction, if needed, 4) to corrélate and associate his recalled 
experience with current experience narrated, in which similarity of 
feeling and reaction pattern predominate. 


Later in treatment of the case of Frances, the mother released in- 
tense feeling in a kind of confessional to the worker, and began to re- 


cognize the ambivalent nature of her anxiety in her attitude toward the 
child: 


“With Frances I used to be embarrassed. I was upset with guests. 
I was always trying to feed her. The guests were in the way. When 
she vomited her cocoa in the form of chocolate cheese, I felt cer- 
tain her stomach was all right. (You felt nothing was wrong physi- 
cally. It made you angry.) I was so angry I could have killed her. 
I had to bathe her from head to foot. All that work and for what. 
(You felt it was all futile.) Yes, one of us had to go. (You felt 
hemmed in.) Yes, either I had to go or get rid of Frances. (You 
were depressed; felt life not worth living.) Yes, I thought a great 
deal about suicide. I told my husband and sister that I was a cow- 
ard, that one had to be insane to accomplish it really. (You actual- 
ly thought about committing suicide, you were that depressed.) 
Yes, I thought about it a great deal but I would never have done 
it! You can imagine how I felt when I was told the hospital would 
take her. (You felt you had to get rid of her.) Absolutely, and yet 
when she became ill and had to stay home two weeks longer, I can- 
not tell you how almost crazy I felt. I bent over her crib for three 
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nights weeping. (You were upset over wanting to get rid of her.) 
Yes, I thought what kind of mother am I; am I crazy that I should 
be so relieved and so happy because my child is being taken from 
me, I was so upset and mixed up. I knew she had to go for her own 
sake as well as mine, yet when I knew she could stay home two 
more weeks, I was happy.” 


With this compulsive, perfectionistic mother, a supportive ap- 
proach was used almost throughout. Her processes of association were 
slow. She did recall, at first on the basis of complaint, a few dissatisfac- 
tions in life with individuals other than her child, but showed little real 
anxiety in the area of her social relationships. The mother’s associative 
processes were gradually motivated to an extent, following her own 
choice of discourse wherein she described with feeling, her own anal 
and oral tendencies and sustained interest in bowel regularity and eat- 
ing since childhood. With some direction, the worker helped her in 
relating this material to current problems, the patient's eating problem 
and Adele’s occasional spells of constipation over which mother would 
become anxious. The mother was free to accept or reject such compari- 
sons, based only upon detail she had narrated. The mother readily as- 
sociated the identity ot these recalled and current concepts, however, 
and enlarged with triumph over her discovery, at last, of reasons for her 
need to attach undue significance to these organic functions with the 
children. Throughout most of the remaining treatment period the 
mother focussed her attention critically upon her methods of habit 
training earlier used with the children relating these to her own rigid 
training. Mother would report exultantly upon Frances’ occasional de- 
parture from original standards of cleanliness and her own relinquish- 
ment in supervising Frances’ eating habits. 


Upon her gradual gain of insight, this mother continued to consult 
the worker, for a period of time, in relation to her new methods of 
handling the patient, based upon her own ego determinants in the 
sense that she and the worker were aware of the subtleties underlying 
this problem. The mother received support from the worker in analyzing 
her experimental efforts of her own creation and sought to evaluate, 
without guilt, the patient's reactions and gradually decreasing relapses. 
The mother’s insight gained from her analysis with the worker of her 
respective relationships with her two children and their individual re- 
actions, prompted her interest to study comparatively the likes, differ- 
ences, and strivings of the children themselves. The mother’s former 
irritations and frustrations over Frances’ reactions were replaced by her 
security in the hospital’s assurance of Frances’ physical and emotional 
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health, and her improved understanding of the causes which she had 
thought through and felt, in social treatment, for the child's behavior 
patterns and her own reactions. She was able to handle Frances’ rivalry 
and envy of her older sister, Adele, as well as the patient's relationship 
and rivalry toward both parents, with constructive resourcefulness. The 
mother’s adjustment to her husband concurrently relaxed and she no 
longer fostered her former concept that Frances was pushing parents 
apart. Six years following the closure of this case, the mother writes that 
Frances is “100 per cent perfect”, Adele “now a young lady” is a pride 
to the parents in scholarship and social life at school, and parents are 
thriving and happy. 

This case, carried by the worker over a span of three years, and 
intensively for one and one-half years, closes like the fairy tale where 
everyone lives happily ever afterwards. Yet, this case was not unusual 
from the parent problems met in a clinical center, unless for the difficult 
compulsive trends of the mother. Certain assets qualified the case for 
psychiatric social case work, namely, the mother’s intense desire to suc- 
ceed as a mother in her problem with her child and her gradual but 
genuine recognition of a problem in herself in relation to the child. 
Other conditions of the home were fairly stable. The parents were com- 
patible, a temporarily poor economic situation in the family did not 
become a drastic issue, and the child’s father knew about and cooperated 
with the clinical procedure, although not an active participant in treat- 
ment, since the problem was centrally the relationship between the 
mother and her child. 


Thus insuring against the worker’s random interpretations of atti- 
tude, supportive therapy as used in this case, implements the parent’s 
own inquiry into his reactions and intense feelings. In this way the 
parent's guilt feelings are gradually and safely aired by his own choice 
of discourse around whatever problem he brings to the interview. 
Through this process he emotionally accepts his attitudes, often viewing 
them objectively enough to relinquish them. His intense feelings about 
his child’s problem are effectively dispersed and insight is gained in 
proportion to his identification with earlier experiences engendering 


these. 


In most cases handled with parents, a supportive approach, wherein 
the parent describes the problem, drains feeling, and freely expresses his 
thinking and theories about the problem with relative feeling, serves 
as an emotional release. As he drops his anxiety, he moves on quite 
naturally to include a more active form of constructive thinking and 
planning concerned with the current problem. This seems indicative of 
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his improvement and is handled by the worker's more active participation 
in giving suggestion, information, etc., if indicated. When discussing 
other areas in which his emotions are intense and involved, a supportive 
approach is continued. At times, a parent’s release of feeling is gained 
upon his seemingly dissociated departure from discussion of a current 
problem to describe a past experience with its associated fecling. He 
may attach no related significance to this and the subject discussed, and 
often apologizes for his digression. 


In summary, a supportive approach in psychiatric social case work, 
which may develop into supportive therapy with a parent or client, offers 
the following values: It builds a sound therapeutic relationship and is 
well suited to an exploratory procedure for social study of attitudes, 
family relationships, and experiences, by encouraging the informant’s 
review of the problem with his accompanying feeling. It discourages 
the informant’s expectancy of an immediate or specific solution to his 
problem, substituting for him a sense of his important clinical contribu- 
tion toward mutual study of the problem and its ramifications. It does 
not commit the worker to any form of social treatment procedure since 
another approach or change in treatment plan may be introduced or 
included at any time. It does provide a means for the informant’s release 
of feeling and displacement of feeling away from the problem, and for 
conscious association of inter-related life experiences with their attendant 
feeling, which leads toward insight. 


A supportive form of social treatment is slow, painstaking, and ex- 
acts patience from the worker. On the part of the informant, it requires 
a capacity to verbalize, and to become effective as a therapy, the infor- 
mant’s capacity to make associations must eventually develop. Except 
as an initial approach to encourage the client’s description of the prob- 
lem, or to reflect with him upon his feelings about the problem, a sup- 


portive approach cannot be useful in meeting the requirements of an 
urgent problem. 


In psychiatric social case work with parents, no limitations need be 
placed upon the coverage of social problems introduced and discussed 
by the parent, as he sees these—affecting himself, disrupting the relation- 
ship between himself and his child, interferin 
the worker, etc. Ordinarily the parent in psychiatric treatment accepts 
his relationship with the worker as a search for causes and in examining 
the family life, he begins to examine himself. He may, for the first time, 
become conscious of relationships, as such, and the elements of his re- 
lationship toward others and the patient. The parent eventually sees 
his family members in their respective relationships, knowing their life 


g in his relationship with 
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experiences, he begins to find new meaning for their behavior, better 
handling himself with them because he feels he better understands them. 
By the same process of identification, the parent’s understanding of and 
relation to the patient becomes clearer to him. Thus, the parent's im- 
proved self-adjustment reaches others of the family beside the patient 
in his attempt to perceive those problems within the family and for the 
child, disruptive to the child’s harmony. : 


A mother’s gain of insight through the use of a supportive approach 
which gradually included suggestion and more direction from the wor- 
ker, illustrates the effect of her improved self-adjustment related to 
other members of the family than the patient, in the following: 


Jerome, a clinic patient of eleven, lived at home with his par- 
ents while his six year old brother, Howard, had been placed by 
the parents in a boarding school because of the severe antagonism 
between the two children. 


During the first half of social treatment, the mother complained 
of the father’s lack of interest in either of the boys and his self- 
removal from their close association and management. Mother 
based this on the fact that father, who had been formerly married, 
had married her “because I was kind and gave him attention which 
he had never received from his first wife”, whereas, mother had 
married father at the age of thirty-seven, to have a home and 
children and was anxious because of her age to have children at 
once. 


Later, in social study, the mother said that father had hated 
Jerome from the day he was born. Still later, the mother recognized 
Jerome’s disappointment and consternation on having had to 
share mother with Howard, whom he had wanted for a playmate, 
not a baby brother. Mother constantly reverted to father’s stubborn 
selfishness, Jerome's becoming increasingly “like father” and 
father’s continued indifference toward the two children. When 
seen in clinic, father was a man of about fifty, quiet, reserved, and 
dignified, who said little about family relationships. Inconsistént- 
ly, the mother would describe successive situations in which she 
repeatedly blocked father and over-punished Jerome for some 
slight misbehavior, preventing their plan to attend the movies 
together or to take a trip to visit brother, Howard, at school, etc. 
At such times, mother was suffering a “headache” or “intestinal 
upset”, but “they should have more considcration” for her. 


Still later, mother reported a trip made by parents and Jerome 
to visit Howard at school, during which Jerome told Howard 
(falsely) that his room had been turned into a storeroom and that 
he had no place at home to return. 


Although all the above had been described over a period of 
several interviews with much feeling, and mother had subsequently 
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used better powers of self control and even some humor in handl- 
ing Jerome and her relationship to father, her associative and in- 
terpretive powers were poor. She could see no significance or re- 
lationship in the behavior of the boys, her husband, or herself and 
continued to project cause for the total problem upon father’s 
“stubbornness, indifference, and selfishness” which Jerome reflect- 
ed, and that neither showed any consideration for her. 


The worker used more direction and suggestion with the moth- 
er at this point, reviewing situations in which mother had exerted 
obvious contro! over the lives of father and the children. It was 
remarked that mother’s significant statement about reasons for 
father's attraction to her and the attentions she gave him before 
and immediately after marriage might give a clue to some satisfac- 
tions that father was looking for in mother. She discussed again 
father’s attraction to her because of her “kindness and attention” 
to him. Still later, with support and direction from the worker, 
she examined the ways that Jerome's birth had interfered with in 
her relationship to father and could see herself staving off father’s 
love. It took another period of supportive therapy with direction 


and suggestion for mother to gain insight into the meaning of 
Howard’s birth to Jerome. 


One day, mother came to an interview in triumph. She could 
see now that she had blocked much that the whole family wanted 
and that she had motivated father’s retirement from her to permit 
her to give Jerome attention. Relatedly, Jerome’s methods of re- 
lieving some of his problems were to keep Howard away from 
home. His fantasy about the storeroom proved his wish! Tears of 
relief filled her eyes as mother pointed out that all “her boys” 
really wanted her and it was up to her to find ways of giving them 
“attention” without making them “jealous.” 


After clarifying for herself these problems of family relation- 
ship, the rest of the treatment period centered about mother’s at- 
tempt to understand and handle Jerome, which improved notice- 
ably with her feeling of father’s interest and support, the result in 
turn, of her giving more interest toward him. By the summer, clinic 
observations indicated that Jerome had perceptibly improved from 
his teasing sullen, rebellious behavior. He was entering zestfully 
into group activities arranged by the worker and mother, when 
formerly he had hung about the house “teasing mother”. When he 
began to plan for Howard’s homecoming, mother considered most 


of her problems solved. “Her boys” would all be together again, 
“but with a difference”. 


Mother's insight into her problems was not necessarily deep, 
and the social treatment given her was of a superficial quality, 
concerned only with her current situation. Yet, the mother felt 
that she had received something for herself in her treatment re- 
lationship interpreting the problem as “something in myself had 
made me blind”. At treatment closure she asked the worker why 
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she had not told her of these things about herself. When the worker 
returned this question, mother laughed and said, “You're right, I 
never would have believed you. I had to see it for myself”. 


Functions of the social treatment relationship and the parent’s use 
of the worker may need to be re-stated for the parent, if the trend of 
the parent's discussion continues to center disproportionately upon a 
current problem of social relationship with the other parent or elsewhere 
than with the child. As in the case of Jerome's mother, the marital ad- 
justment may acceptably become a source of examination with the focal 
parent who wants to see himself in this relationship as well as that of 
his child. With some parents, however, this serves as a device of evasion 
to avoid meeting and handling their problem with their child. With 
others, the parent's marital adjustment or diverse social relationships 
seem to overwhelm him, eclipsing his problem with his child for which 
he has come to the center. When such preoccupation of the treatment 
interview cannot be redirected, the worker’s function with the parent 
should be re-evaluated with the psychiatrist treating the child and with 
the parent himself. 


2. Direct Treatment of Parental Attitudes: 5 


If the parent’s problem is one of social relationship and the psychi- 
atrist sees value and takes responsibility for the worker's procedure, the 
Worker may undertake direct treatment with the parent for his problem. 
Improvement of the parent-child relationship thus is seen as a secondary 
gain and relates to the parent’s improvement. 


The following exemplifies this kind of parent problem which grew 
Out of several months of treatment directed and redirected around the 
mother-child relationship: 


“Mother reviewed her problem with the worker. She feels ter- 
ribly uncomfortable with people and wishes she could get to a 
point where she does not care what people think of her. She thought 
when she brought Jack to clinic and everything was better with 
him, she would be different. Now she feels there 1s something with- 
in herself, although she realizes she has done better with Jack and 
that no job can be 100 per cent”. 


The parent must recognize and desire this change in the worker's 
function, namely, that the worker is undertaking the role of therapist 
with the parent for direct treatment of problems of personal adjustment 


15 Levy, David M., op. cit, p. 26. 
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which the parent sees in himself in the area of his social relationships. 
This recognized change of case work focus is fundamental in the treat- 
ment of the parent for problems in himself in that his attention is con- 
centrated upon himself. He thus brings to the interview another kind 
of content, concerned with himself, although the worker's handling of 
this can be essentially the same, namely, chiefly supportive, and with 


more direction as treatment progresses to accelerate the parent's asso- 
ciative processes. 


The case work relationship provides a medium for feeling release 
by which life experiences significant to the parent are recalled with their 


Psychiatric social case work with children today has established no 
commonly accepted techniques, a necessary prelude to an experimental 


child's problem with its environmental facets, the psychiatrist and psy- 
chiatric social worker have combined in formulating the principles and 
procedures of their respective functions. Recognition of the parent in 
the full flower of his parenthood, and as a person, living by his own 
right, has charted the course of psychiatric social work with children. 


A therapeutic case work relationship between the worker and the 
average parent of the problem child creates an atmosphere wherein the 
parent feels free to express his intense feelings and frustrations, and to 
identify in study with the treatment program. As the parent develops 
an awareness of the emotional components behind the child’s problem 
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and within himself, expressing these feelingly and ideationally, he re- 
laxes from the tensions besetting him, groping less blindly, seeing and 
relating more clearly. 


The worker’s supportive assistance to the parent has helped toward 
effecting a therapeutic relationship, encouraging mutual inquiry into 
causes of a problem of wide range. At first, specifically unknown, it 
gradually becomes felt as well as seen in all its values. 


As a correlative to the treatment of the child which the worker 
services in given areas, the parent looks at himself, in his parental role, 
and as a person, living, moving, feeling, and changing. Thus the tense 
anxiety that threatened his parenthood is replaced by a security in his 
relationship to his child, gained through understanding. 
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